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Preface

There is a significant Deaf Culture in the United States,
one that is often invisible and misunderstood but that nevertheless is

as vibrant and substantial as that of any other minority group.

This report on meeting the menta hedlth needs of persons who are deef isthe latest publication in the
Nationa Technicd Assgtance Center for State Mental Hedth Planning's (NTAC's) Cultural
Diversity Series, which explores the menta hedth needs of anincreasingly diverse naion. Thisreport
makes it clear that policymakers, planners, providers, and practitioners must work closaly with
members of the Deaf Community to fashion programs and Strategies that meet their needs and that
demondirate a responsiveness to the issues of the Deaf Culture. (Following the convention suggested
by Padden and Humphries (1988), | use the lower-case term “deaf” when referring to noncultura
matters, such asthe audiologica condition of deafness, and the uppercase “Deaf” when referring to
culturd matters, such as“Deaf Culture’” and “Deaf Community.”)

Until relatively recently, people who are deaf withmentd illnesshave beenaslent minority, despitethe
fact that they experience menta disordersat the same, or insome cases agreater, rate thanthe generd
public. It is thus important for public mental hedth systems to recognize fully the presence and needs
of consumers who are deaf and to provide services and supports that meet their needs.

Each report in NTAC's Cultural Diversity Series provides a synopss of a particular population’s
menta hedlth needs, relevant culturd characteristics and traditions, perceptions about mentd illness
and preferencesfor servicesand supports. Eachreport also describes severad mental hedlth programs
that have successfully tallored their services to the needs of consumersinthis population and provides
a comprehendve resource section with recommended readings and organizationa resources.
Ultimately, the god of the Cultural Diversity Seriesisto assst state menta hedlth agenciesin moving
toward public mentd hedth service ddivery sysems that are appropriate and accessible to dl
consumers.

Other reports in NTAC's Cultural Diversity Series address the mental hedth needs of African
Americans (1999); Americanindians and Native Alaskans (to bepublishedin2002); Asanand Pacific
Idander Americans (2002); Latinos (2001); and persons who are gay, lesbian, bisexud, or
transgendered (1999).
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Introduction to the Cultural Diversity Series

The fundamental precepts of cultural competence include respecting and valuing differences
among consumers, assuming responsibility to address these differences, and assessing the

mental health system’s success in addressing cultural differences.

As the 21% century gets under way, state menta hedth agencies face the growing challenge of
accommodating anincreasingly diverse and evolving condituency. The call to provide appropriate and
accessible menta heslth services to dl consumers—regardless of color, ethnicity, nationd origin,
language, race, rdigion, age, disability, gender, sexud orientation, or socioeconomic
ganding—chdlenges state menta hedth agencies to develop effective, culturdly competent, and
linguistically appropriateservices and treatment methods. AstheU.S. population changesdramaticaly,
so does the public menta health system consumer base. Immigration is now the nation’s mgor source
of populationgrowth. Morethan1 in4 Americans (27 percent) are non-Whiteand/or Latino. TheU.S.
Bureau of the Census (May 1996) projects that by the year 2050, nearly 1 in 2 Americans (47
percent) will be non-White and/or Latino. Menta hedth staff may be unprepared for differences in
language and worldview, and even less prepared, for example, to support a gay, inpatient consumer
facing prejudice fromother s&ff or resdentsor to provide crigsinterventionto aconsumer who is deaf
or has another disability. However, locd and/or federa statutes may require appropriate service
provision to these persons.

TheCultural Diversity Series attemptsto provide basicinformationand guiddinesregardingthe needs
of avariety of ethnic and nonethnic minorities. Each of these technica assistance reports provides a
synopss of the particular population’s mentd hedlth needs, rdevant culturd characteristics and
traditions, perceptions about menta illness, and preferencesfor services and supports. Eachreport aso
describes several mentd hed thprogramsthat have successfully tailored their servicesto meet the needs
of diverse consumersand contains acomprehensve resource sectionwithrecommended readings and
organizationa resources.

The god of the Cultural Diversity Seriesisto asss sate menta hedth agencies in moving toward
menta heath service ddlivery sysems that are appropriate and accessible to dl consumers. Thisreport
exploresways to devel op culturaly competent, public mentd hedth systems and services for persons
who are desf. A future report will focus on meeting the mental hedth needs of American Indians and
Native Alaskans. The following reports in this series are available from the Nationd Technicad
Assstance Center for State Mental Health Planning (NTAC): Creating Culturally Competent
Systems of Care for Latinos: Perspectives from an Expert Panel; Meeting the Mental Health
Needs of African Americans, Meeting the Mental Health Needs of Gay, Lesbian, Bisexual, and
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Transgender Persons; and Meeting the Mental Health Needs of Asian and Pacific Islander
Americans.

Disturbing Service Utilization Trends

Despite ther growing numbers, members of ehnic and racia groups are often underserved or
ingppropriately served by the public menta hedthsystem. Researchsuggeststhat various ethnic groups
underutilize menta hedth services, either by dropping out of services or by entering services at much
later stagesin their illness, thereby cresting a need for more cosily services (Lefley, 1990; Munoz &
Endo, 1982). For example, studies have found that dthough African Americans, Native Americans,
and Latinos/Hispanics in most states underutilize community-based services, they are sgnificantly
overrepresented in gate inpatient facilities (Aponte, 1994).

| nanticipationof increased futureservicedemandsby growing ethnic minority populations, state menta
hedlth agencies are increasingly examining their accessibility to both ethnic and nonethnic minorities.
State menta hedth agencies may be able to reduce the use of cogtly inpaient services by engaging
ethnic minorities during earlier stages of their mentd illnesses. More important, by providing culturaly
competent, community-based services to dl minorities, mental hedth decisonmakers can minimize
human disiress.

Cross-Cultural Mental Health Services
and Barriersto Service Delivery

Cross, Bazron, Dennis, and |saacs (1989) view culture as encompassng “the integrated pattern of
human behavior that includes thoughts, communications, actions, customs, beliefs, vadues, and
indtitutions of aracid, ethnic, rdigious or socia group.” Cross-cultura mentd hedlth service ddivery
occurswhenever two or more of the participants are culturdly different. Thus, Atkinson, Morten, and
Sue (1998) point out that cross-cultura service ddivery occurs, for example, in “a counsding dyad
conggting of alow-acculturated Mexican American client and a high-acculturated Mexican American
counsglor.” Smilarly, amarried, heterosexua service provider brings avadly different world view and
et of experiences to the counsdling relaionship than asingle dient who is lesbian. Policymakers and
service providers are coming to understand that cultural diversity must be broadly defined to
accommodate wide variations among consumers.

Culturd differences exis on many leves including help-seeking behaviors, language and
communicaiongtyles, symptom patternsand expressions, nontraditiond healing practices, andtherole
and desirability of medica intervention (Comas-Diaz & Griffith, 1988; Gaw, 1993). Membersof ethnic
and nonethnic minorities may be underserved by the public menta hedlth system for varied and
complex reasons. Some commonly cited factors include the following:
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the stigma of menta illness and the varying ways that membersof different ethnic minority groups
may define menta hedth and mentd illness,

lack of culturaly appropriate servicesto accommodate the needs and bdliefs of diverseconsumers,
consumer fears of experiencing discrimination in the trestment setting;

mental health providers lack of awarenessor knowledge regarding culturdly appropriate policies
and practices,

languege barriersincreased by the growing numbers of bothconsumersand providerswhosendive
language is not Engllish;

communication barriers based on differences in verba and nonverba styles that may leed some
minority consumers to fed they have given very clear messages to providers who have not
understood the communication;

lack of familiarity with Western or mainstream menta hedth services,

fear of exposure or discomfort about disclosing sexud orientation or gender identity concernsto
sarvice providers, and

systemic barriers, such as funding sources that place drict limits on reimbursable services.

Cultural Competence

Deveoping culturd competence within amenta healthsystemis a dynamic and evolutionary process.
The fundamenta precepts of cultura competence include respecting and vauing differences among
consumers, assuming responghbility to address these differences, and assessing the mental hedlth
system’s success in addressing culturd differences. A culturdly competent approach to services
requires that agencies examine and potentidly transform each component of mental hedlth services,
including assessment, treatment, and evauation (Miller, Peck, Shuman, & Yrn-Caenti, 1995). The
authors identify Six stages of developing cultural competence:

Stage 1: Sees other cultures asinferior: seeks to destroy other cultures.

Stage 2: Cultura incapacity: adopts paternalistic posture toward so-caled
inferior people.

Stage 3: Culturd incapacity: seeks to assamilate differences, ignore strengths.
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Stage 4 Cultura precompetence: redizes weaknesses and makes
commitment to improve.

Stage 5: Culturdly competent: respectful, accepting, self-monitoring.
Stage 6: Takes advocacy and educational role.

Devedoping respect for differences and cultivatingsuccessful approachesto diversity requiresincreased
awareness—of one’ ssHf; of unstated, indtitutiond, cultural norms; and of thehigtory, culture, and needs
of diverse consumers. To increase culturd competence, menta hedlth service providers need to
develop an awareness of thar own racid and culturd heritage; to understand how that heritage
influences their understanding and biases about normality/abnormality and the process of mentd hedlth
service ddivery; and to understand the significant impact of differences bothinlanguage and in verba
and nonverbal stylesonthe process of communication (Atkinsonet d., 1998). Menta hedth systems
typically operate on unstated Western principles—such as, for example, the primacy of the individua
over the group, a focus on competition and achievement, separation of the mind and body, and
devauation of dtered states of consciousness—which may be at odds withthe underlying values and
bdiefs of some ethnic and racid populations. Without awareness of this dynamic, mentd hedth
providers may impose this Western framework on minority consumers.

The populations that are the subject of thesereportshave dl experienced and/or are experiencing some
form of socia inequity that is directly rdevant to thar status as underserved groups. Exploring and
sometimes chalenging the assumptions and biases hed by stakeholders and the wider community is
acrucid step toward achieving aculturdly competent system. These attitudes have a direct impact on
the functioning of minorities, their mental healthneeds, and thar willingness to seek services. Smilarly,
cultura assumptions affect the menta health system, its practitioners, and itsabilityto engage minorities.

Some mentd hedlth systems and providers seeking to increase culturd awareness may inadvertently
rely on overgenerdizations that ignore subgroup and individud variaion, thus belying the basic vaue
of culturd competence. To be truly culturaly competent, mental health systems must be aware of
gonificant differences in lifetyle and worldview among diverse populations, while vauing and
responding to the digtinct needs of each client. Rather than rdying on stereotypes about groups,
adminigrators, and practitioners need to be aware of their own cultural assumptions and to ask
consumers how they understand their problems and what they need.

Thesereports are designed to hdp key decis onmakerswrestle withthe chalengesfacingpublic mental
hedth sysems, while effectively addressing the need for individudized, culturally competent services
for ethnic and nonethnic minorities.

A closer look at: Refugees
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People seeking refuge inthe United States come fromadl ethnic and racial backgrounds, and they often
have great difficulty obtaining traditiona menta hedth services. These individuds have often
experienced severe stress, resulting fromcontinuous threet to life or freedom, traumatic flight, death of
family members or friends, torture and imprisonment, living in concentretion or refugee camps,
uncertainty and lack of control over relocation, and inability to return to their homeland (Garcia-
Pdtoniemi, 1991). Ther mental healthmay be jeopardized by multiple |osses (of country, family, status)
and other mgor disruptions (e.g., unemployment) that often accompany resettlement inanew country.
A proportional number can be expected to besexua minorities, deaf, or disabled, and the meaningand
impact of these attributes will vary widdy by culture.

Unfortunately, definitive prevalence rates of mentd illness among refugeesare eusive. The few studies
avalable reved that depression, anxiety, and posttraumatic stress disorder are reported at
disproportionately higher rates in refugee populations. In addition, a small percentage of refugees
experience schizophrenia or brief reactive psychoses marked by delusiond content strongly related to
culture that may require prolonged, intensve intervention (Garcia-Pdtoniemi, 1991). Typicdly, Sae
mental health agencies have contact with refugees during times of crises through crisis counsdling
services or inpatient treatment. Successful strategies to engage refugees prior to the eruption of crises
indude the fallowing:

networking with and through the refugee community;

conducting home vists;

linking with physicd hedth services,

using bicultural professond and paraprofessond saff; and,

making outreach efforts that focus on helping refugees meet basic needs,
such as housing and income.

* & & o o

Such services are accepted more easily when linked with resettlement agencies (e.g., religious-based
organizations, privateorgani zations, stateagencies, or ethnic organizations that ass st individud refugees
upon ariva), and mutua assistance associations in which former refugees and immigrants help ther
own people. The Center for Mental Health Services' Office of Refugee Mentd Hedlth serves as a
bridge between the mental health and refugeecommunities, providing consultationand training to states
and refugee organizations.

A closer look at: Non-English-Speaking Consumers

The chdlenge of developing culturdly competent menta health services is complicated by the vast
number of languages that are spoken in the United States. Mental health providers may have difficulty
reeching, communicating with, and treating non-English-speaking and/or deaf consumers, who exist
within dl communities
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Idedlly, bilingua mental health professional s will be available to engage and provide treetment to people
whose primary language is other than English. However, the need for academicaly trained, multilingud,
and multiculturad menta heslth professionds far exceeds the number now available. While increasing
the numbers of these professionasis essentid, other modds of services are dso in use, including the
following:

Bilingual Paraprofessionals. While they may not have formd dinicd training, bilingud
workersserve many va uable functions, indudingtrand ator, paraprofessiona counsd or, culture
broker, outreach worker, community educator, community advocate, and trainer of service
providers about the refugee’ s culture (Egli, 1987). Ultimately, the god may be to encourage
bilingual workersto obtain further academic training in menta hedth to increase the supply of
bilingud and biculturd psychiatrists, psychologists, socid workers, and other mentd hedlth
professionds. It should be noted that personswho can communicate in both American Sign
Language and a spoken language are considered bilingud.

I nter preters. Using interpreters for assessments and trestment is aless desirable route, but
one that many systems rely upon giventhe shortage of bilingual menta hedlthprofessonals. As
Adkins (1990) noted, “A fadility withlanguage does not make a person an effective interpreter
unless there has been adequate training, agreement on interpretation system, and building of
rapport between the mental hedth professona and interpreter.” Thus, relying on family
members to serve as interpretersis considered inadequate and inappropriate.
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Executive Summary

This report summarizes the relevant research and writing in the fidds of deafness and mentd illness,
identifies problems and barriers in the public menta hedlth service ddivery system, and recommends
gpedific interventions and systemic dterations to improve menta hedlth services and programs for
persons who are deaf and also have behaviora health problems.

Menta hedlth policymakers and planners need to take cultur e into account when dedling with people
who aredeaf and thus develop services that are sendtive to the needs, wishes, and gods of the Deaf
Community. Thisinvolves much more than smply hiringinterpreters. How, then, do policymakersand
plannersknow the needs, wishes, and god's of individuas who are deaf? Of dl the resources available
to menta hedth policymakers, planners, and providers, none is more important than the Deaf
Community itsdf. Involving individuds who are dedf, a every step in planning and development, is
essentia for the delivery of high-qudity menta health services and supports to this population.

Prevalence and Definitions

Speaking at the First World Conference on Mental Health and DeafnessinWashington, DC, in 1998,
Bernard Arons,M.D., director of the federal Center for Mental Health Services, Substance Abuseand
Menta Health Services Adminigiration, noted how far behind the United States hasfdlen in providing
mentd healthservicesto individuas who are deaf. Accordingto Arons, several states do not evenhave
mental health services for those who are desf.

The need for mentd hedlth services for the Deaf Community, however, is clear fromthe Satistics. The
individuds onwhomthis report focuses, those whose hearing loss occurred in childhood and who rely
primarily on visud rather than auditory Sgnds for communicating (rather than those who are hard of
hearing or older adults who have lost their hearing late in thar lives), make up anywhere from 0.55
percent to 0.88 percent of the genera population.

Public mental hedth sysems by and large have done a poor job of responding to this population’s
needs despite the fact that its needs are the same as, or a times greater than, those of the generd
public. Until now, the mental health systems have assumed that interventions, techniques, and services
that work for consumersin the generd population are equaly effective for consumers who are deef.

Deaf Culture, Experiences, and Attitude

Clearly, public menta hedth systems must learnfromthe wider Deaf Culture, deaf socid patterns, and
Deaf Community needs. Having a mentd iliness can be a greater barrier to successful functioning in
society than being deef isfor persons who have been without hearing since birth and have learned to
communicate effectively usng American Sgn Language (ASL). Menta healthworkers can learn from

Cultural Diversity Series: Meeting the Mental Health Needs of Persons Who Are Deaf Xiv



the Deaf Community that people who have been deaf since childhood may be able to communicate
fluently in ASL, but may not be able to communicate in Englishbecause they have never learned it. This
isnot an indication ether of lack of intelligence or of menta hedlth problems.

Many public mental health systems and providers, however, cannot communicate in ASL and have
little or no training and experience in working with consumers who are deaf. That lack of
communication and experience makes actudly addressing the individud’smentd illness very difficult.

Mentd hedlth sysems must recognize that many consider ASL to be the heart and soul of the Desf
Community. ASL isnot English, but rather a separate language with its own rules and conventions and
with no written form. Despite the fact that ASL is difficult for adults to learn to use fluently, mental
hedlth workers must deliver services in the manner preferred by consumers who are deef.

Because of the shortage of trained mentad hedth professonds who possess fluent two-way
communication abilitiesin ASL, sgn language interpreters continue to be avery important eement of
sarvice ddivery in the mentd hedth fidd. Although interpreters can provide an al-important
communicationbridge between consumerswho are deaf and dinicdians who arenot, usnganinterpreter
is, in many cases, not the mogt effective means of communication.

Only inthe past 30 years have many organizations for persons who are deaf begun to chdlenge existing
societal barriers and demand accommodeations that enable persons who are deaf to participate fully in
the socid and economic life of the nation.

Another issue that causes problems for individuas who are deaf and need the menta hedlth system is
the education they have received from childhood. The education of childrenwho are desf is serioudy
lacking. Although people who are deaf performnormdly onl.Q. tests, the average reading leve of high
school graduates who are desf is bel ow the fourthgrade. Again, communication is an issue: Teechers
working with students who are deaf often lack the sign language proficiency and specidized training
required to communicate adequately. Strategies that could solve this problem are being considered.
Public menta hedth systems, dinicians, and other public menta hedlth professionals, however, need
to be aware of the 9gnificant Englisd+language deficitsand concomitant general informationgaps among
many menta hedlth consumers who became deaf before learning alanguage (prelingua deafness).

State Mental Health Systems and the Deaf Community
Every personwho isdeaf should have access to a Signing therapist or counsglor within hisor her local

mental hedlth catchment area. That is a long-term god, but today state menta hedlth systems that
provide effective services and accommodations to al consumers who are deef are
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rare. Although there are many excdlent loca and regiona programs throughout the nation, only afew
dtates provide effective services sysemwide.

Aninitid obgtacle to such effective mentd hedthcareisthe disbursement of funding. The emphasisin
mogt states is on inpatient settings, which are very expensive. A better emphasis is on more cost-
effective, community-based aternatives that would serve more people who are desf.

Havingeachlocaity draw onstatewide resources rather thanfund aful complement of specidly trained
gaff and facilities on its own can make funding feasible for services to persons who are dedf. It is
generdly agreed that one mentd hedlth case manager is needed for every 400,000 adults inthe genera
public and that one additiona menta hedlthprofessiond is suffident to serve childrenand familieswithin
the same population (Trotter, B., 1999).

Mental Health Servicesfor Persons Who Are Deaf

Many states have mounted legd chdlenges based on federal laws, induding the Americans with
Disahilities Act of 1990 (ADA), the Rehabilitation Act of 1973, and the Civil Rights Act of 1964, in
order to compel menta hedth systems to provide accessible servicesto consumers who are deaf and
to Deaf Communities. Instateswhere public menta heglthagencies contract withprivate providersfor
outpatient services, dl contracts must include language that guarantees access to services by people
who are deaf. Alliances with agencies that have traditionaly served persons who are deaf help to
establish entry points to mentd hedth systems that are available readily to members of the Dedf
Community.

For anumber of reasons, children who are deaf are particularly vulnerable to developing emotiond
difficulties. Communication difficulties between parents who can hear and children who are deaf are
often gpparent throughout the devel opmenta period. The most effective children’s services appear to
be school-based services in which menta hedlth professionas offer ongoing counsdling, therapy, and
advocacy inthe school environment and provide alink to the home. Thisreport encouragesthe use of
deaf thergpeutic foster homes, whichhasbeen successful (Hamerdinger & Murphy, 2000). Eachstate
mental health system needs specidistswho work with children and adolescentswho are deaf and their
families as wdl as trestment programs designed specifically for children who are desf and who have
emotiond disturbances.

The same racid, ethnic, religious, sexud orientation, and other differences and issues that exist in
society at large are present within the Deaf Community, and these differences may have an impact on
the delivery of menta hedlth services. Persons who are deaf and aso members of aracid, ethnic, or
other minority group often fed a “dud identity” and may believe they have to choose which of these
identities is primary in order to obtain needed services. Providing effective mental hedlth services,
however, requiresattentionto dl aspects of aperson’s cultura identity (both minority group status and
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deafness). |Issues of cultural diversity and deafness-related
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mattersare important areas for state menta hedth syslems to emphasize in training service providers.

There is a serious and widespread shortage of mental health professonals trained to work with
consumers who are deaf in anumber of fidds, induding psychiatry, socid work, nursing, counsding,
case management, and therapeutic recregtion. Despite the lack of educationa ingtitutions throughout
the country that prepare menta hedthprofess ond stowork with consumerswho are deef, state menta
hedlth systems have an obligation to seek out and hire competent personne who can ddliver effective
servicesto this population. A few states have begun to fund small-scae training programs to try tomeset
this need.

One means of addressing the scarcity of trained professonasis through technology, including the use
of video conferencing to provide direct servicesto consumersinremote regions of the sate. Services
that can be delivered usng this technology range from psychiatric medication assessment, trestment
planning, and case coordinationto individua and family therapy, emergency interventions, and forensic
services. Two-way pagers are emerging in deaf communities as a vitd communication link and an
effective means of service ddivery and support among menta hedth professonads.

All recipients of mentd hedlth services have aright to make choices about where and how they live.
Many consumers who are deaf may prefer to live with or near other persons who are desf, whether
or not these persons are mental hedth consumers, so they can look to one another for emotiona and
intellectua support aswel as for information.

Recommendations
Based on itsfindings in these aresas, the report makes the following recommendations:

¢ Egablish the position of state coordinator or director of deaf services within each state mental
hedlth agency, consistent with the position description outlined in this report.

¢ Establish regiona adult mentad hedth services in most community catchment aress that serve
mulitiple menta hedlth centers, and employ sign-fluent, culturally competent staff membersusnga
team approach.

¢ Edablishacutecareinpatient treetment programs withsgn-fluent saff to serve both psychiatric and
substance-abuse clients.

¢ Crestearesdentid trestment program for children who are deaf, perhgps in conjunction with an
exigting program for children who can heer.
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¢ Initiateaspecid effort to reach out to people of color and membersof racid and ethnic minorities
who are desdf.

¢+ Manage mentd hedthinterpreting services under asngle statewide contract thet is coordinated by
the state mental hedlth agency.

¢ Edablishagtatewide emergency telephone TTY crisis lineto answer emergency calls frompeople
who are deaf 24 hours aday, 7 days aweek, 12 months a year.

¢ Requiredl contractswithservice-delivery agenciestoindudeprovisonsthat prohibit discrimination
in serving people who are desf.

¢ Deveop accessble housing for people who are deaf with mentd illness.

¢ Provide training grants or scholarships to students interested in pursuing careers in mental hedlth
and deafness.

¢ Edablish a statewide muitiethnic advisory panel to oversee the ongoing development of services
for persons who are desf.

Conclusion

This report will generate questions as well as answers for state menta hedlth providers as they plan
services for persons who are deaf with serious mentd illness. Exigting researchand successful mental
health programs for people who are deaf can serve as resources and models for states that want to
beginamenta hedthprogramfor individuas who aredesf. Informationabout researchand programs,
however, has yet to be widdy disseminated throughout the genera menta hedth community. Many
successful programs have been discontinued because of a lack of funding. This report includes
information on two mode programs and alist of suggested readings from which architects of menta
hedlth programs are encouraged to learn. Today, many persons who are deaf with serious menta
illness throughout the nation are unserved or underserved, aStuation that should not be alowed to
continue in the new century.
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I ntroduction

To be nobody but yourself, in a world which is doing its best to make you everybody else,
means to fight the hardest battle which any human being can fight, and never stop fighting.
—e.e. cummings

Thereisasggnificant Deaf Culture in the United States, one thet is often invisible and misunderstood
but that nevertheless is as vibrant and substantial as that of any other minority group. An increasing
number of people who are deaf view themsalves as members of aculturd and linguigic minority rather
than as individuds aflicted with a handicgp they must minimize or overcome. An gppreciaion of this
statement must guide the architects of human services if they are to develop effective programs and
drategiesthat truly assist and support persons who are deaf and facilitatethar participationinthe high-
tech economy of the 21% century. In the introduction to their semina work Deaf in America: Voices
from a Culture, Padden and Humphries (1988) make the following observation:

The traditiona way of writing about Deaf people isto focus onthe fact of their condition—that
they do not hear—and to interpret al other agpects of their lives as a consequence of this
fact.... Incontrast to the long history of writings that treet them as medical cases, or aspeople
with “disabilities” who “compensate’ for their deafness by usng sgn language, we want to
portray the lives they live, ther art and performances, their everyday talk, their shared myths,
and the lessons they teach one another. We have dways fdt that the attention given to the
physica condition of not hearing has obscured far more interesting facets of Deaf people’s
lives. (p. 1)

This report summarizes the rdevant research and writing in the fields of deafness and mentd illness,
identifies problems and barriersin the public mental hedth service deivery system, and recommends
specific interventions and systemic dterations to improve menta health services and programs for
persons who are deaf and who aso have behaviora hedth problems. The report does not attempt to
provide arigid blueprint for states to follow in implementing programs for this population; insteed, it
drawsonawiderange of researchand examples of successful moddsto offer strategiesthat statescan
use to improve services to this serioudy underserved group of mental hedth services recipients.

Ddlivering effective menta hedth servicesto persons who are deaf is acomplexissue. It involvesmuch
morethansamply hiring sign language interpreters. Indeed, interpreters sometimes can be a Sgnificant
impediment inthe menta hedlth treatment environment—either because they do not accurately reflect
the content or nuances of a thergpeutic encounter or because they inhibit thefull flow of informationand
emotion. Menta hedlth policymakers and planners need to take into account the culture in which
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people who are desf live, and they must develop services that are senstive to the needs, wishes, and
gods of the Deaf Community. That will require creetivity and flexibility on the part of the entirementa
hedlth service ddivery system.

Menta hedlth policymakers, planners, and providers need to draw on the Deaf Community as a
resource to devel op effective programs for this population. This report suggests strategies for tapping
into the resources of the Deaf Community to support state mental health agencies asthey take onthis
chdlenge.

Prevalence and Definitions

Approximately 24.6 million Americans have some degree of hearing loss (8.6 percent of the total U.S.
population age 3 and older; Holt & Hotta, 1994). The vast mgority of theseindividuas are persons
who are hard of hearing or older adultswho have logt their hearing lateintherr lives. Thisreport focuses
on individuas with hearing impairments who rely primarily on visud rather than auditory input for
communicating with others and whose hearing loss occurred in childhood rather than later in life.
Prevaence rates for this population are thought to range from 0.55 percent to 0.88 percent of the
genera population, according to the Nationa Center for Health Statistics 1990 and 1991 Nationa
Hedlth Interview Surveys.

Many terms are used to refer to individuads who have difficulty hearing. The word “deaf” by
federa definition means a hearing loss that adversdly affects educationd performance and is
S0 severe tha the child “or adult” is impaired in processng linguistic (communication)
information through hearing, with or without amplification (hearing aids). The term “hard of
hearing” meansahearing | 0ss, whether permanent or fluctuting, that adversdly affectsachild's
“or adult’s’ educationa performance but which adlows the child “or adult” access to some
degree of communicationwithor without amplification.” (Easterbrooks, 1997; Individuas with
Disabilities Education Act, 1990.)

Individuds who are deef, like other individuds, are subject to awide range of mentd illnesses. They
experience Axis | menta hedlthdisorders at virtudly the same rate as the genera population (Altshuler,
1978; Grinker, 1969; Rainer, Altshuler, Kdlmann, & Deming, 1963; Robinson, 1978; Vernon, 1978,
1980). For Axis Il disorders and childhood behavior problems, the prevalence rates in the deaf
population are dgnificantly higher than for the population as a whole (Gentile & McCarthy, 1973;
Graham & Rutter, 1968; Schlesinger & Meadow, 1972; Williams, 1970). The federal Rehabilitation
Services Adminigration (1977) notes, “In 1977, an estimated 43,000 deaf persons were in need of
mental health services, and the incidence of emotiond disturbance among desf children was three to
six times greater than among their hearing counterparts.” (See dso Robinson, 1978).
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By and large, public menta hedlth systems have done a poor job of responding to the needs of people
who are deaf, assuming that interventions, techniques, and servicesthat work for persons inthe genera
populationare equaly effective for consumers who are desf. Ironicaly, this approachisoftenjudtified
on the basis of not wanting to discriminate based on disability. Experience has shown, however, that
truly effective services must be tailored to the specia needs of people who are deaf. The lack of such
specidized services means that many persons who are deaf with mentd illness never recelve adequate
mental hedlth services or any services a al. Steinberg (1991) describes the Situation:

Given the paucity of resources accessible to hearing-impaired persons a thistime, it islikdy
that more than 90 percent of this population’s menta health needs remain unserved. Even
today, deaf adolescents and adults remain isolated in state hospitals, without means of
communication, often misdiagnosed and ingppropriately treated. However, the magjority of
mentally ill deaf persons are not hospitalized. They live inthe community but do not receive the
menta hedlth services needed to achieve productive and independent function. (p. 381)

Speaking at the First World Conference on Mentd Health and DeafnessinWashington, DC, in 1998,
Bernard Arons, M.D., director of the Center for Mental Health Services, Substance Abuseand Mental
Hedlth Services Adminidration, commented, “America is one to three decades behind where we
should be in providing public mental health servicesto deaf people. Asamaiter of fact, | just read that
the other day in an article published in 1988...50 | guess we must be two to four decades behind by
now. There are still severd dtates that have no such services at al.”

Despite agrowing awareness among the nation’s public menta health systems of the need to provide
culturally competent services to members of awiderange of ethnic and cultura groups, the culture of
deafness is often overlooked. Yet American Sgn Language (ASL), the primary means of
communication for many in the Deaf Community, is the third most commonly used language in the
United States after English and Spanish. Unlike members of many linguidic groups who become
assimilated into mainstream American society by learningto speak English, people who are deaf cannot
learn to hear, which makes it difficult for them to become proficient in spoken English. Nonetheless,
their assmilaion often is blocked by the requirement that they communicate in English.

Although the scope of this report does not permit a comprehensive discussion of al the issues
surrounding the topics of deafness and mentd illness, the report offersan overview of the complexities
and chdlenges asociated with implementing new services for a population that is virtudly invisible to
many state mental health sysems and service providers. The god isto summarize rdevant materiad and
to issue aclarion call to state menta hedth policymakers, planners, and other stakeholdersto begin to
address the needs of this population.
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Deaf Advocacy

As a cohesive, paliticaly powerful advocacy group, the Deaf Community has been late in ariving.
Although organizations of and for people who are deaf have along history in the United States, these
organizations served primarily to shelter people froman often uncomprehending and sometimes hogtile
society or to hdp them assmilate invisbly into the larger community. Only in the past 30 years have
many organizations for persons who are deaf begun to chdlenge societal barriers and demand
accommodations that enable persons who are dedf to participate fully in the socid and economic life
of the nation. Reldivey recent events such as the “Deaf Presdent Now!” campaign at Gallaudet
University in 1988 have empowered people who are deaf and convinced them they can accomplish
much palitically when they spesk as one (Jankowski, 1997). There has adso been extensve
collaboration among professonas who work with people who are deaf to improve educationa or
rehabilitative services for ther clients.

In many ways, people who are deaf with mentd illness have been a silent minority. They seldom
complain to “hearing” systems, dthough their needs are just as real and as great as those of other
persons with serious menta illness. Effective mental health services thus have been developed more
dowly for this population than for members of many other cultural and ethnic groups.

State mentd hedth officids are likely to wonder whether providing specia servicesfor consumerswho
are deaf would require a substantia incresse in gpending. 1n many cases, however, more effective
deployment of exigting resources is needed rather thangreater expenditures. Many state menta hedlth
systems dready devote substantial resourcesto serving consumerswho are deaf, but they are serving
relatively few, in less than appropriate inpatient settings. They could effectively serve far more
consumers by redirecting a portion of those resources to community-based programs.

In fiscdl year 1991, South Carolina spent gpproximately $1.7 millionto house 22 people who are desf
in state psychiatric facilities. In fiscal year 2001, by refocusing more of its resources on community-
based services, SouthCarolinaspent $887,000 to serve 411 dients primarily in outpatient settings. This
approach not only represents amore effective use of tax dollars, but aso has enabled the state to avoid
potentidly sgnificant legd expenses in defending the menta headlth system againgt lawsuits targeting
trestment practicesthat may have resulted ininappropriate use of inpatient services (Bailey v. Sawyer,
1999; South Carolina Educetiona TdevisonNetwork, 2000; see dso South Carolina Department of
Mentd Hedlth Mode Program).

A vaigy of federd laws require public menta hedth systems to provide effective services to
consumers who are deaf: The U.S. Conditution, the Americans with Disabilities Act (ADA), and
Section 504 of the Federa RehabilitationAct of 1973 dl require statesto offer the same mentd hedth
services to dl people who are deaf or hard of hearing as they offer to other citizens. In addition, the
U.S. Condtitutionrequires adequate mental health carefor people who are deaf or hard of hearingand
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who arein the custody of a state (Lee & Kearney, 1995).

Since enactment of the Rehabilitation Act of 1973, federal law has required state governments,
induding state mentd health agencies, to provide equa access to their services for people with
disailities, induding those who are deaf. Although certain building modifications, ranging from
whedchair ramps to restroom accommodations, were implemented rdaivey quickly following
enactment of this law, service modifications for consumers who are deaf have been much longer in
coming. Evennow, few state menta health systems provide full access to services for consumers who
are deaf. This report provides state mental hedlth officds with an understanding of what congtitutes
equal access to services under the law for persons who are deaf with amentd illness.

For a comprehensive andyss of the legd bads for providing accessible mentd health services to
individuals who are deef, see Lee and Kearney (1995).
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Deaf Culture, Experience, and Attitudes

Public mental hedth systems must reflect an awvareness of Deaf Culture, deaf socid patterns, and Deaf
Community needs, which are rardly fully understood by existing societd inditutions. Mentd illness
represents a much more ggnificant barrier to successful functioning in society than deafness. For
persons deaf since birth who have learned to communicate effectively usng ASL, the ingbility to hear
may be among the least of thar inconveniences, if they consder it one at dl. Y et, deafness often
presents a barrier to communication for mental health workers, unfamiliar with the deaf culture and
community, and they may find it difficult to adequately address the person’s mentd illness. Effective
mental health services need to focus on mental hedlth, not on deafness. Menta hedlth providers need
to accept a person’s hearing loss to the degree that it becomes invisible to the treatment process.

Specialized services and accommodations for persons who experience a severe hearing loss later in
life tend to be Sgnificantly different fromthose needed by persons who experience prelingua deafness.
It isimportant for menta health providersto respect consumers desired modes of communicetion, i.e.,
speechlipreading, Sign language, written notes, or some other mechanism; such as computer, fax, or
TTY (tdecommunications device for the deaf). A person whose hearing loss occurred after acquiring
language is likdy to retain the ability to speak quite intdligibly and may appear to be less affected by
hearing loss than a person with prelingua deafness. Fluency in English may often result in a more
effective diagnosis for a person who is deaf, while alack of fluency may hinder the diagnogtic process.
Persons with preingua deafness—even individuds with undergraduate and advanced
degrees—experience greater difficulty incommunicatingwithmenta health providersbecause they are
lesslikdly to have srong English fluency.

Higgins (1980) comments that as a socid group, people who are deaf often have functioned as an
“inferiorized” minority, Smilar to many other minority groups. The parents of people who are desf,
however, are often hearing, which reduces the opportunity for the social learning and vadues
dissemination that most minority groups receive from parents. People who are desf, therefore, often
look toward peers and other socia counterparts who are deef for societd learning (Holt, Traxler, &
Allen, 1997). That is probably why adultswho are deaf are not evenly distributed throughout the U.S.
population, but arein “Deaf Centers’ that typicdly arisein larger cities wherethereisacriticd mass
of persons to support deaf churches, clubs, and socia agencies. Inaddition, most states have residential
schools for studentswho are deef, and those schools may become the hub for alocal Deaf Community.
Examples of such Deaf CentersindudeFremont, Cdifornia; Rochester, New Y ork; and St. Augudtine,
Florida
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American Sign Language

ASL, the primary languege of the Deaf Community, isalinguidticaly rich and complex system with its
own grammatica and syntactica rules. The visua and gestura language is inextricably bound to the
development and the very fabric of Deaf Culture (Rutherford, 1988).

Severd aspects of ASL are relevant to the mental health professona who may be cdled on to
interview aclient who is deef, regardless of whether aninterpreter is present. Movementsof asigner’s
eyes, face, and head help form sgns, act as adverbs and adjectives, and serve as grammatica Sgnds
(Baker-Shenk, 1985). For example, a subtle twitching of the nose signifies “yeah-I1-know,” and a
furrowed brow may represent a question (Steinberg, 1991).

Mental hedlth systems seeking to provide servicesto people who aredeaf need to demonstrate respect
for ASL and ddliver sarvicesto consumersinaway that they will understand. It is a difficult language,
however, for adults to learnto use fluently. Although a person may learn to express himsdlf or hersdf
quite comfortably by taking language courses in ASL, understanding a native sgner’ s language and,
moreimportant, understanding the culturd milieufromwhichthe sgner hasemerged, takes many years
of dedicated, full-timeeffort. Relatively few menta heal thprofess ona s have devel oped fluent, two-way
communication abilities in ASL. Thus, there is a continuing need for Sgn language interpreters in the
public menta hedth system.

ASL isnot English, but rather a separate language with its own rules and conventions. A person with
prelingua deafness may be, asmentioned, functiondly illiterate in English. Thislack of English fluency
adds to the difficulty of communicating withahearing dinician, which oftenresultsin a misdiagnoss of
a mentd illness based on the individud’s written English. Because there is no written form of ASL,
atempting to communicate with consumerswho are deaf using notes, lipreading, or even TTY may be
fraught with problems because any of these srategies requires fluency in English. The following
anecdote, presented by a participant at atown hdl meeting on menta hedthissueshdd in Birmingham,
Alabama, sponsored by the Alabama Association of the Deef, illusirates the misunderstandings that
can occur when a consumer who is deaf seeks to communicate with hearing menta hedlth providers
who do not know ASL or understand Deaf Culture:

John [a pseudonym] was sent to the mental health center by his Vocational Rehabilitation
counselor. Although the menta hedlth center was informed of his deafness, no interpreter was
provided. His intake was handled by a competent socia worker who wrote notes back and
forth with John on a notepad. To her question, “What brings you here today?’ John
responded, “Where interrupt, damn!” He appeared quite agitated, making numerous
unintdligible verbdizations. Later, John stood up and walked to the door, intending to leave,
but was detained by the security officer on duty. He was then involuntarily admitted to an
inpatient unit with aworking diagnosis of Explosive Persondity, R/O Paranoia, NOS. During
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his hospitdization, he wrote numerous notes such as, “Why interrupt none” and “Please to
phone TTY my deaf.” He sgned a waiver, consating to treatment with an atypica
antipsychotic medication, and after severa days he became much less agitated, preferring to
gt in hisroom or the day room, not interacting with other people. Findly, after seven weeks
of hospitaization (and two court hearings), an interpreter was provided. He was released
within afew hoursof the interpreter’ sarrival. (Personal communication, November 4, 2000)

Had a competent interpreter or mental health professiond trained in deafness been available, the
emergency-room staff would have understood that John al aong had been requesting a sign language
interpreter and seeking to make a TTY tdephone cdl. Following his discharge, John smply
disappeared fromthe public menta health service system. Hislack of follow-through withmenta hedlth
sarvicesin dl probability was influenced by this unfortunate experience. In addition, it is unlikely that
he would see the vdue in filing aforma complaint. Recipients of menta hedth services who are deaf
must have the opportunity to communicate with dinicians usng the language in which they are most
adept. For many persons who are deef, that language is ASL. If adinican with fluent Sgn language
facility isnot avalable, aqudified interpreter must be present.

Deaf Community Views of Mental Health Advocacy Groups

The Deaef Community often finds traditiond menta hedlth advocacy organizations to be inaccessible.
These organizations, of course, are not intentionaly hogtile, but, like much of the rest of society, they
are generdly unaware of the needs of consumers who are deaf and the accommodations necessary to
include them within their advocacy efforts. People who are deaf thus often are unaware of these
advocacy organizations or do not seek them out for membership. Instead, people who are deaf with
mentd illness often have only discussed with each other and with the * desfness establishment” their
concerns regarding the lack of effective, accommodating services. Thus both communities—deaf and
hearing—have contributed to the paucity of servicesavailablefor personswho are deaf in public mental
hedth systems.

Cultural Diversity in the Deaf Community

Thesameracid, ethnic, rdigious, sexua orientation, and other differencesthat exist in society at large
are present within the Desf Community, and these differences may have an impact on the ddivery of
public mentd hedlth services. Higgins (1980) notes that persons who are deaf and are dso members
of a minority group often fed a “dud identity” and may believe they have to choose which of these
identities is primary in order to obtain needed services. Providing effective mentd hedlth services,
however, requires atention to al aspects of aperson’s culturd identity.
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State Mental Health Systems and the Deaf Community

State mentd hedlth systems that provide effective services and accommodations to dl consumerswho
are deaf are rare (Arons, 1998). Although there are many excelent loca and regiona programs
throughout the nation (e.g., Chicago; Johnson County, Kansas, MinnegpoligSt. Paul; Northern
Virginig; Portland, Maine; Rochester, New Y ork; and the San Francisco Bay Areq), only afew states
provide effective services sysemwide. The long-term god is for every person who is deaf to have
access to asigning therapist or counsaor within hisor her loca menta hedth catchment area.

The fact that some state mentd hedth systems have implemented effective services for persons who
are deaf regardless of where they reside in the state indicates that such services are possible with
dedicated planning, effective resource alocation, and committed leadership. At the same time, the lack
of qudified, trained profess ond s nationwide necessitates that this be along-termrather thanimmediate

god.

Few state sysems provide the necessary accommodations for people who are deaf to participate fuly
inthar services, and asareault the Deaf Community generdly regards public mentd hedth sysemsas
“unfriendly.” Mentd hedlth agencies—recognizing that the goa of providing effective services to the
Deaf Community islong-term—need to make a concerted effort to reach out to the Deaf Community.
Nashand Nash (1981) notethat adinician’slevd of comfort with Deaf Culture and language are often
more important to a consumer who is deef than professiond reputation, academic training, or other
objective measures of professona expertise:

Some professonas do establish rapport with...[people who are desf]....However, it is
important to recognize that an individud’'s professond standing is irrdevant to this
process....He or she mug [aso] demonsirate competence in...desf [culture]..., which, most
importantly, means knowing [American Sign Language] and using [the language] as...used by
members of the locd Deaf Community. Only then can one's professond datus be
reinterpreted by...deaf [people] as helpful for the purpose of mediating between deaf and
hearing worlds. (p. 74)

State Mental Health Resour ces

Although anumber of states already spend substantial sums on mental hedlth services for persons who
are dedf, these fundsare often used to maintainasmal number of consumersininappropriate, high-cost
inpatient sttingsinstead of morecost-effective, community-based dternativesthat would providemore
sarvices to more consumers. If funds used for unnecessary inpatient services were redirected to
community agencies, many consumers who are deaf could receive more appropriate services and
supportsin less redtrictive environments.
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Refocusing Resources

The fird step for state menta hedlth officds to take to refocus resources is to conduct a thorough
survey of exiding inpatient fadilitiesto determine the number of patientswho aredeaf recelving services.
Itisnot enough to review computerized hospital records, because these records do not dways identify
individuals who are deef. It isalso important for Sgn-fluent staff membersto vist fadlitiesand interview
trestment staff and resdents. The author of thisreport is aware of severd ingtancesin which facilities
reported that they had no patients who were deaf; however, abrief tour of living areas and interviews
with nursing staff revesled a number of patientswho were desf. Deafnessis sometimes overlooked or
misinterpreted as an indicator of serious mentd illness.

A second stepisto review services provided to childrenwho aredesf. Childrenwho are deaf evidence
serious emotiond difficulties a arate Sgnificantly greeter than children who hear; yet the servicesthey
receive often are tailored for children who hear. Sometimes practitioners and interpreters trained to
work with children who are desf are available; sometimes they are not. Many children who are desf
are served in extremely codtly, private, resdentia trestment programs. Funds devoted to these types
of programs could be used to develop and support cost-effective, nonresdential programs located
closer to children’ s homes, family support systems, and communities.

Resource Allocation

While thereisaneed to place greater emphasis on community-based programs for consumerswho are
desf, it is ill essentid to offer them inpatient services. Each state mental hedlth system must maintain
an appropriate leve of inpatient services to meet the needs of consumers who are deaf. Effective
community-based programs must be in place prior to transferring consumers who are desf from
inpatient facilities to communities. As with hearing consumers, moving consumers who are deaf from
inpatient settings back to the community can be disasirous unless effective community-based services
and supports arein place.

Asnoted previoudy, menta headth servicesfor people who are deaf should be viewed asaregular cost
of serviceddivery. When computing the state mental heal thfunding formula, theseadditiona costsneed
to be factored in so that a amdl fraction of general reimbursements covers the costs of providing
services for people who are desf.

State L eader ship and Advocacy

The questionof whether the full array of public menta health services should be managed at the state
or locd levesis beyond the scope of this report. In planning and implementing programs
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for consumers who are deaf, however, public menta hedth officials need to consider a number of
factors that support strong stete leadership, including the following:

¢ Atany giventime, there are rdatively few people who are desf with mentd illnessin any locdity.
Despite this low incidence, providing effective menta hedlth servicesfor persons who are dedf is
aresource-intensive undertaking.

¢ Thereis a serious, nationwide shortage of mental health professonas who have the training and
experienceto work withconsumerswho are desf. This shortage extendsto qudified Sgn language
interpreters, especidly those with specidized training in menta hedth settings.

¢ Therecommended serviceraio of one menta health case manager trainedtowork with consumers
who are desf for every 400,000 adults in the generd population and one additiona menta hedlth
professona to serve childrenand families within the same population (Trotter, B., 1999) islikely
to require cooperation among historicaly “competing” entities to serve larger populations or
geographic regions.

¢ Providing servicesto persons who are deaf withmentd illness can be economicdly feesble if each
locdlity draws on statewide resourcesrather thanfundinga full complement of specidly trained Saff
and fadlities Mental hedth providers need to share resources, including psychologidts,
psychiatrists, and Sgn language interpreters.

Advocacy Needs

Few consumers who are deaf wield political pressure, and, as a result, programs for individuas who
are deaf have been diminated infavor of programs for groupswithmore political clout. Any innovative
programusing highly specialized personnel needs good leadership to insulateit fromsuch pressuresand
to dlow professonds the flexibility they need to develop and maintain programs. To help overcome
these barriers, mental health advocacy organizations and the Deaf Community need to work together.
Advocacy organizetions can provide access to their meetingsthroughinterpreters, amplificationsystems
for persons who are hard of hearing, and other technologica aids such as captioning. These
organizetions can actively encourage consumerswho are deaf to serve as members of ther boards and
other governing bodies and to contributeto the formulation and oversight of state mental hedlth plans
regarding consumers who are deaf. Mental health advocacy groups need to provide people who are
deef the same level of participation as they do other recipients of menta health services.

Contractual Advocacy

In states where public menta health agencies contract with private providers for outpatient services,
dl contracts should include language that guarantees access to services by people who are deaf.
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Combining resources by multiple-contract agencies may prove to be more cost-effective than having
each agency attempt to develop services for a tiny population of potentia consumers. This can be
accomplished through memoranda of agreement among providers.

A high proportion of mental hedlth services are delivered through contracts withprivate providersand
these contracts must include nondiscrimination language. In the case of consumers who are degf, the
following provisons may be included:

¢ All sarvicesmust be provided in the client’s preferred language (ADA requirement).
¢ All videotapes, televisions, eic., used by consumers must be closed-caption compatible.

¢ All darm sysems and aerting devices must meet the American Standards Association standards
for visud sgnding.

¢ Tdephone sysemsmust be TTY and hearing aid accessible.

¢ Providers must respond to consumer complaints regarding accessto services by persons who are
desf in atimely and respectful manner. Providers must be fully accessible to service recipients.

Equal Accessto Services

For effective advocacy, state leadership should be aware of the legal requirements in place for
providing equal accessto menta hedth servicesfor consumerswho are deaf (al so see Disahility Rights
Litigation, p.18). Thefollowing is an overview of these requirements:

¢ All sate resdentswho are deaf have accessto the full continuum of public menta hedth services,
regardiess of where they live.

¢ Direct care geff are sgn-fluent and culturaly competent in ASL and deafness. Providers must
recruit and employ saff who have the ability to function within the Deaf Community, both
linguidicaly and culturdly. This requires more thansmply offering el ementary sgnlanguage courses
to new or current daff. The Deaf Community will identify potential staff members so service
providers canmake an effort to hire quaified individuas who are deaf as well as people who can
hear but who have close ties to the Deaf Community (e.g., children of parents who are desf,
parents of children who are deef, sblings of individuds who are desf).

¢ Interpreters are trained inmenta health techniques, vocabulary, and systemsissues. It should not
be assumed that certificationmeans aninterpreter is competent to functionin mental health settings.
Interpreters need to be oriented to the mentd hedth treatment process, to

Cultural Diversity Series: Meeting the Mental Health Needs of Persons Who Are Deaf Page 13



learn a mentd hedth vocabulary, and to become acclimated to the full range of mental hedlth
settings.

There is an dfective forum for feedback that enables consumers to provide information to
administrators and advocates. Consumers who are deaf need opportunities to provide honest
assessments of the menta healthservicesthey are receiving. Holding community meetings, engbling
members of the Deaf Community to interact with representatives of community agencies, and
establishing a statewide advisory panel for consumers who are deaf enables members of the Deaf
Community to give feedback on existing servicesand shape future ones. Suggestionboxes, letters
to the editor, or telephone hatlines are likdy to be less useful, primarily because of the lack of

English proficiency among many in the Desf Community.

Children, adolescents, and ther families are part of the service ddivery continuum. Many of the
mental hedlth problems experienced by children who are deaf are related to family and
communication issues in the home. To address these issues, state menta hedlth systems need to
ensurethat afull range of culturaly gppropriate services are available to families with one or more
children who are desf. However, family members should not serve asinterpretersinthe treatment
Stting.

Services are available for dients with co-occurring mentd illness and substance abuse/addiction
disorders. Substance abuse rates are extraordinarily high among persons who are deaf and have
mental heath problems (M cCrone,1994). The phenomenon of salf-medicationcan be particularly
problematic inthe Deaf Community, whichhaslittle, if any, accessto public menta heathservices.
Recovery from both mentd illness and substance abuse is an important concern and deaf
consumersneed accessto the same servicesfor co-occurring disordersthat are availableto people
who can hear.

Servicesare avalable for persons withmuitiple disabilities. Developmentd disabilities arethe most
prevaent of co-occurring disahilities among persons who are deaf (Dew, 1999). In states and
locdities without well-coordinated services, persons who are deaf and who aso have
developmental disabilities, visua impairment, or physica limitations are likely to be bounced from
one systemto another without ever receiving adequate services from any agency. Servicesto this
population go far beyond the capabilitiesof any individua socid service agency. Comprehensive,
well-coordinated treatment services, under the direction of a single case-management entity, are
required.

An accessble inpatient unit is available to provide criss interventionand short-term mental health
sarvices. When a person who is deaf experiences a mentd hedth crisis that results in
hospitalization, services must be provided in afacility with Sgn-fluent staff members or qudified
interpreters. Informed consent is as much a right for people who are deaf as it is for other
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consumers. If amedication is to be used, the consumer needs to clearly understand the potential
sde effects. Some sde effects, such as tremors and involuntary facid movements, may be
particularly debilitating for a person who communicates usng ASL because of the role of hands
and facid expresson in Sgn language communication.

¢ All inpatient and resdentia treatment facilities that house consumers who are deaf are equipped
with gppropriate visua aderting devices. These facilities need to have devices to connect with fire
adarms, door knocks, telephone rings, and other emergency and communication mechanisms.
Tdevisons mug be closed-caption accessble and telephone TTY devices must be available. If
videotapes or films are part of the treatment process, they must be accessible, either through
captioning or the use of interpreters.

¢ Houdng options are available that support Deaf Community values and preferences. Hearing
people take daily communicationwithother people for granted, and it might not occur to themhow
isolated a person who is deaf may fed living in a neighborhood or gpartment complex where
everyone else can hear. Housing options such as group homes, group apartment projects, and
other congregate living arrangements are among the gppropriate housing options for persons who
are deaf withserious mentd illness. For childrenwho are deaf with serious emotiond disturbances,
short- or long-term placement with afoster family who is deaf may be appropriate.

¢ Practices are in place that ensure the confidentidity of consumers who are deaf. In addition to
normal confidentidityissuesthat ariseinany mental health setting, specia confidentidity issuesarise
with consumers who are deaf. Although dinidans and consumers understand the importance of
confidentidity, this may not be true of untrained sign language interpreters who have not received
gpecid ingructioninworking in mental health settings. It isimportant to ensure that interpretersand
other gaffers understand and abide by the confidentiality mandates of the menta hedth setting.
Practitioners can provide servicesin settings that are not exdusively oriented to menta health—for
example, at public hedth offices. The codes of ethics that govern the activities of certified
interpreters require them to honor the confidentidity of persons for whom they provide services.
Inmany localities, persons who are deaf congtitute a smal community within a community, making
it difficult to maintain privacy. For example, several consumers who are deaf may participateinthe
same group-therapy session, or an interpreter may belong to the same religious or community
organizationas a consumer who is deaf. Althoughtheremay be no easy solutions to such Stuations,
it is important for menta health adminisirators and planners to be aware of these potentia
problems.

State Director s of Deaf Services

Perhaps the most effective systemmodificationto makeinimproving statewi de management of services
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is hiring a qudified statewide director of deaf services whose sole responsibility is to oversee the
establishment, coordination, and development of Statewide services for members of the Deaf
Community. ldentifying, interviewing, and sdecting candidates is likdy to involve creating steering
committees, holding regular stakeholder meetings, and having frequent communication with the Desf
Community and with state and locad mental health adminisirators. Qualified individuals who are deaf
should be gtrongly considered for such positions. In several states, persons who are deaf hold the
position of director of deaf services. Regardless of thar hearing status, candidates for this position
should be fluent in ASL and be able to relate closdy with members of the Deaf Community to serve
as aliaisonbetween the state mental healthsystemand consumerswho are desaf. Fluency in ASL may
be determined by a score of 4 or 5 on the Nationd Association of the Desf Interpreter Assessment
Program; ascore of “superior” or better onthe Sign CommunicationProficiency Interview; certification
by the Registry of Interpreters for the deaf at a C.lI. (Certificate of Interpreting) or C.T. (Certificate of
Tranditeration) leve; or an independent evaluation of communication skills by membersof the state’ s
Deaf Community, ensuring that the gpplicant can communicate fluently.

The gate director’s primary respongibilities may include the following:

¢ Coordinate and evauate through ongoing communication with the Deaf Community a statewide
programof community-based outpatient and inpetient servicesfor people who aredeaf withmental
illness, menta retardation, and/or substance abuse problems. Perform needs assessments and
continuing anayses of policies, procedures, and servicesto ensurethat programs meet theevolving
needs of this dient group, based on specific outcome measures set up with hep from the Deaf
Community. Manage a comprehensve budget to support the development and ongoing operation
of the program and monitor appropriate reimbursement for services provided through Medicaid
and other third-party sources.

¢+ Manage the development and implementation of complex initiatives, such as culturdly affirmetive
housing and employment programs, that involve severd leves of government and a variety of
agenciesto ensure they are appropriate to the needs of people who are deaf with menta illness,
menta retardation, and/or substance abuse problems.

¢ Supervise an ongoing program of staff development and in-service training to ensure that staff at
dl levds in the state mentd health system are knowledgeable to the extent necessary for their
specificjobsabout Deaf Culture and treatment i ssues associ ated withworking withindividudswho
are desf.

¢ Supervise and conault with staff members working with consumers who are deaf and their
immediae dinica supervisors.

¢ Negotiate and monitor the development of contracts for specialized services needed by the Degef
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Community, induding interpreter services and specidized aids to enhance the quality of life for
consumers who are deaf in keeping with the mandates of the ADA and other federal disability
rights legidation.

¢ Devedop internd policies and procedures addressing topics such as provison and funding of
interpreters, testing of TTY equipment, maintenance and publicationof TTY -accessible telephone
numbers, cgptioning of video materias, development of communication data fidds that capture
language preference, and TTY -accessible telephone numbersfor dl dient and provider databases.
Educational Needs

The state mentdl health systems must also consider the education that has been given to children who
are deaf. Theleved of education received by consumers who are deaf will make a difference in how
wel menta hedth providers communicate with them. State mental helth providers, then, should be
aware that the education of children who are deaf has beenviewed by many in the fidld as a series of
academic and pedagogic failures. Although people who are deaf demondtrate anorma performance
range on |.Q. tests, the average reading leve of high school graduates who are dedf is below fourth
grade (Braden, 1994; Hoalt, Traxler, & Allen, 1997). One of the man problems is that teachers
working with students who are deaf often lack the sign language proficiency and specidized training
required to adequately communicate.

One dtrategy being tried in some education settings isto provide indruction using a bilingud/bicultura
modd in which English istreated as a second language for deaf students, much as it may be taught to
students whose firg languege is Japanese or Spanish. In this case, teachers use ASL to provide
English-language ingtructionto persons who are deaf, building ontheir already devel oped or developing
ASL fluency. Although this approach appears promising, research on the methodology is far from
conclusve.

The lack of education for children who are dedf, epecidly the sgnificant Englishtlanguage deficits
experienced by many mental healthclientswho have prelingua deafness, hasimportant implications for
how menta hedlth practitioners communicate with them. For example, rdying on written messages,
TTY conversations, or captioned televisonis of little value if the consumer doesnot understand English.
The gate menta hedth sysem must find ways to partner withstate systems of educetion to effectively
communicate with consumers who are desf.
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Mental Health Services for Persons Who Are Deaf

Menta health services for persons who are deaf lag behind those for the hearing population in both
avalability and qudlity. Researchers have estimated that * betweentwo and fifteen percent of those deaf
persons in need of menta hedth services can obtain them” (Heller, Langholz, & Acree, 1986;
Steinberg, 1991 p. 281). An estimated 40,000 deaf Americans experience serious psychopathology
(Pollard, 1996), but only atiny percentage of them are recelving appropriate services and trestment
in either community or inpatient settings. Some in the fidd estimate that the quality and quantity of
menta hedlth services for people who are deaf lag as much as 10 to 30 years behind services for
people who are hearing (Moses, 1990).

In preparing to improve menta hedlth services for persons who are deaf and to address their unmet
menta hedth needs, it isimportant to consder the following questions.

¢+ What are reasonable and acceptable standards of “accessible and appropriate” mental health
services for people who are deaf?

¢ Wha are reasonable and acceptable standards of multicultural and multilingual competencies
among menta hedth professonds interested in serving people who are deaf?

¢+ What types of effective srategiesand programs can be implemented to hdp attract alarger number
of people who are deaf aswel as people from other minority backgrounds, both deaf and hearing,
for professond careersin the mentd hedth fidd?

¢ How can interpreter-preparation programs be asssted in expanding preservice and in-service
training opportunities for interpreters interested in working in menta hedth settings?

¢ Inwhat ways can the ddivery of menta heslth services be enhanced to meset the needs of diverse
groups of people of racia or ethnic minority backgrounds who are deaf? (Prominent among these
diverse groups are those who are African American, Hispanic, or Asian.)

Until concerted efforts are made to answer these questions, aswell as others, the qudity of menta
hedlth services for people who are deaf will continue to lag far behind services for the larger hearing
population. For amore extensve summary of the unmet mental health needsinthe deaf population, see
Andersonand Thornton(1993). According totheauthors, “ The chdlenge for the futureisto vigoroudy
advocate at the locd, state, and nationd leves for the highest quality of mental health services and
programs asis reasonably possible” (p. 228)

Cultural Diversity Series: Meeting the Mental Health Needs of Persons Who Are Deaf Page 18



Disability Rights Litigation

To compel mental hedlth syssems to provide services that are accessible to consumers who are desf,
deaf communitiesin many states have resorted to legd challenges based onfederd laws, induding the
ADA of 1990, the Rehabilitation Act of 1973, and the Civil Rights Act of 1964.

Nancy Doe v. Wilzack, filed by the Nationad Association of the Desf in 1986, won recognition that
psychiatric patientswho are deaf deserve morethanjust medicationwhenhospitaized. Thisand other
pre-ADA lawsuits caled attention to long-neglected rights of consumers who are deaf and spawned
numerous specidized treatment programs across the country (Willigan & King, 1992).

Recent ADA rulings, such as Cruz v. North Central Bronx Hospital and People v. Mid-Hudson
Medical Group (1995) in New Y ork state, have underscored the rights of patients who are deaf to
be provided with interpreter servicesininpatient and outpatient medica and psychiatric settings. Most
draméticaly, the U. S. Digrict Court in Floridaruled in Tugg v. Towey (1994) that Smply providing
menta hedth services through sign language interpreters does not congtitute equivaent servicesto the
ones hearing people receive and thus violatesthe ADA. The court mandated thet the agency inquestion
hire dinidans “with sgn language ability, who possess the training, education or experience and an
understanding of the menta hedth needs of the Deaf Community.” Aswelcome asthisrecognition is,
the dearth of professionas who have such qudifications makesit doubtful that menta hedth agencies
across the country can comply with such mandatesin the near future (Pollard, 1996).

Mental Health Professional Training and Education

Human resources and personnd training pose sgnificant barriers to the development of appropriate
servicesfor people who are dedf. Thereisaserious and widespread shortage of professondswho are
trained in deafness in a number of menta hedth fields, induding psychiatry, social work, nursing,
counsdling, case management, and thergpeutic recreation. Only afew educational inditutionsthroughout
the country prepare menta health professonas to work with consumers who are deef. For example,
each year Gdlaudet Universty in Washington, DC, graduates a amdl number of socid workers,
counsdlors, and psychologiststrained in deafness. A handful of other graduate programs train a few
students who have a particular interest or aptitudeinworking withconsumerswho are deaf. The need
for mental health professionals who are trained in deafness, however, far outstripstheir availability and
likely will continue to for decades. Nonetheless, state mental health systems have an obligation to
identify and hire competent personnd who can ddliver effective services to consumers who are dedf.

New Approaches to Training

To establish new and innovetive gpproaches to education and training requires cregtivity and learning
fromother programs. One proposa under consideration in South Carolinaisfor acollaborative effort

Cultural Diversity Series: Meeting the Mental Health Needs of Persons Who Are Deaf Page 19



among anumber of higher education ingtitutions in a distance-learning moded. The god is to develop
a unique teaching and research environment that brings together diverse resourcesin afield that has
traditionally been highly segmented, both in terms of geography and communication. One possble
approachincorporates a certificationin desfness within existing degree programs, enabling studentsin
avariety of mental health-related professions to specidize in serving consumerswho are desf. Another
strategy enables persons withtraining or experiencein deafness, suchas sgnlanguage interpreters and
family members of deaf persons, to develop gppropriate professond skillsin the mental hedth arena
through scholarships and trainee programs. Offering postdoctora felowships for professonds
interested in enhancing their knowledge and il level in working with consumers who are deaf and
understanding Deaf Culture is another innovative approach.

Membersof the Deaf Community need to be included indiscussions and planning activitiesfor training
mental hedlth professonds to work with them. Forums such as town hal meetings, workshops, and
socid events can provide an opportunity for themto interact with menta hedth and educetion officids
to discuss plans for improving training opportunities.

Training for Cultural Diversity

Menta hedlth service providers aso need to be well trained in issues of cultural diversity among
persons who are deaf. Of utmaost importanceisthe service provider's acceptance of each consumer’s
culture of origin and willingnessto bond withthat cultureinamanner that will alow the support systems
already inplaceto be of additiond ass stanceto the consumer who is deaf (Corbett, 1995). This points
to the importance of having a culturdly senstive and diverse saff to meet the needs of al consumers.
Anderson and McGee (1996) identified a number of factors that lead to success in post-secondary
education among minority students who are desf, including persstence in achieving gods, a strong
sense of pride, and effective advocacy ills on the part of both the individual who is deaf and
concerned family members.

Advances in Technology

Pollard (1996) points out that there is a paucity of trained professonds capable of directly serving
persons who are deaf with psychiatric disabilities and that this condition is likely to persgt into the
foreseeable future. One means of address ng this problemisthrough the use of technology. Since 1995,
the South Carolina Department of Mental Health has had positive results using video conferencing to
provide direct services to consumers in remote regions of the state. The results include significant
savingsintravel costs and time, faster accessby consumers and dinidans to menta hedthprofessonds
with sign language fluency, more gppropriate emergency intervention capabilities, better and more
frequent contacts between gaff and consumers, and safe and secure communicationusing a dedicated
integrated services digitd network (ISDN) telephone service. Two-way pagers dso are emerging in
deaf communitiesasa vita communication link and an effective means of service ddivery and support
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among professonds.

Services that can be delivered usng this technology range from psychiatric medication assessment,
trestment planning, and case coordination to individua and family thergpy, emergency interventions,
and forensic services. Not al of these services, however, are reimbursable through third-party payers
when provided usng this technology. As technology improves, and if third-party payments become
avalable for awider range of tdlemedicine services, it islikely that other stateswill followthis example
and usenewer technology asit is devel oped, thus spreading scarce professiona resourcesacrossmuch
wider geographic and population aress.

Statewide Deafness Advisory Panels

A statewide deafness advisory pand is very useful inestablishing menta heathservicesfor persons who
are dedf. Pand members may be drawn from some or dl of the following entities state menta hedth
agency, state commission for deaf and hard of hearing, state vocational rehabilitation agency, state
school(s) for children who are dedf, state depatment of education (specid education), state
association(s) of the deaf, state Nationd Alliancefor the Mentdly 11l effiliates state SHARE (Self-Help
Association Regarding Emoations) organization, interpreter organizations and traning programs, and
other interested organizations, induding agenciesthat provide menta headlthservicesto people who are
desf.

The advisory pand can be established by legidative mandate or asanad hoc group sponsored by the
state mentd healthagency. Initid effortswill likely be directed to such activities as needs assessments,
funding, state plan development, recruiting, and training. Each sat€'s individua needs will help
determine the pand’ sprioritiesand directions. In virtualy dl states, muchwork needsto be done, and
the resources are available to accomplish thiswork if planned and managed carefully.

The advisory pand should serve as asubcommitteeto the state mentd hedlth planning council, with a
least one member serving on both entities. That allows for more direct input by the Deaf Community
into the state mentd hedth planning process and for amore influentid voice from consumerswho are
deaf. Edtablishingthissubcommitteeis recommended rather than smply induding amember who isdeaf
on the planning council. This recommendation is not meant to preclude other persons who are deaf in
addition to the representative of the advisory panel subcommittee from serving on the menta hedlth
planning coundil.

Developing Funding and Service Structure
While each state and locality must respond to loca conditions and needs, it is usualy not feasible to

duplicate specidized services to the deaf population in each catchment area of a particular entity.
Rather, it is recommended that consideration be given to regiondizing services and dlowing service
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providersto operate within multiple catchment areas, through contracts or memorandaof agreement,
thus increasing the cooperation between agencies and alowing the mogt effective use of professona
expertise. Experience has shown that one mental health case manager who is trained to work with
consumers who are deaf can serve a population of 400,000 adults in the generd public, and one
additiona mental hedth professonal is sufficent to serve children and families within the same
population (Trotter, B., 1999).

Depending onloca public trangportation availability, it may be mogt effective to dlow gtaff mobility to
work in multiple mental hedlth Stes, rather than expect clients to travel to a central service office.
Resourcesto fund these services may be found inlong-terminpatient units where people who are deaf
are sarved (some unnecessarily), in resdential trestment programs where children who are deaf may
be placed (especidly if those childrenare being served out-of -state), and ingeneral Medicaid revenues.
Each state will likely identify unique funding sources. People who are deaf generdly qualify for
Medicaid services based soldy ontheir deafness, and digibilityfor reimbursement based ona particular
mentd illness diagnosisis not generdly required. Medicaid may thus be a significant financia base for
the development of these services.

Ensuring Service Access

Insome menta hedth systems, dthough the services exig, established entry points may not be readily
avallable to members of the Deaf Community. To correct this Stuaion, public mental health service
providers need to initiate dliances with agencies that have traditionaly served personswho are dedf,
such as vocationd rehabilitation, Deaf Community services, and specidized educationd inditutions,
including residential schools for the desf. These agenciescan then be asked to refer persons who are
deaf to the mentd hedthsystem. If the entire burden of seeking access remains with the consumer, the
consumer islesslikdy to take advantage of menta hedth services.

To engender trust and confidence, representatives of menta health service providers need to reach out
to the Deaf Community by attending socid events, rdigious functions, sporting activities, and other
events in which personswho are deaf participate. In addition, mental hedth centra authorities might
sponsor conferences and workshops to educate the Deaf Community about the benefitsand purposes
of behaviord hedth care. At an adminigtrative leve, providers need to include leaders who are desf
intask forces, committees, and focus groups designed to improve servicesto consumerswho are degf.
Once it becomes clear that the public menta hedth system is making a commitment to change,
confidence will spread throughout the deaf constituencies.

Sign Language Interpreters

Until enough mental hedlth providers are fluent in ASL, it isvita for mental hedth syslemsto provide
sgnlanguage interpretersfor people who are deaf. Signlanguage interpreters, however, canbe at once
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the most helpful and the most detrimenta aspects of the menta health service ddivery continuum for
people who are deaf. A well-trained interpreter can help menta health professonas understand the
world view and inner difficulties of a person who is deaf.
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Theinterpreter canaso assist the person who is deaf to develop agreater awareness of menta hedlth
treatment and program options.

There areimportant potential disadvantages that may not readily be gpparent to either consumers or
mental health professionals. Effective communication involves innuendo and emoations; in many casss,
aninterpreter only providestheillusonof efective communication. A hearing dinicianasks a consumer
who is deaf certain questions, hears responsesthrough the interpreter, and assumes communicetion is
occurring. A consumer who is deaf understands everything the interpreter signs, sees the interpreter
voicing the response to the clinician, and assumesthat communicationis occurring. Often overlooked
by both dinicianand consumer is the unavoidable involvement of the interpreter inthe interaction. The
interpreter may serve as both a vehide and a filter for communication, unconscioudy shielding both
parties from information or emotions that may be uncomfortable to the interpreter but perhaps vital to
the encounter.

Thisediting isanatural human process, not necessarily a by-product of poor training or questionable
ethics. The interpreter’ s own life experiences, educationd level, vaues, and attitudes influence the
communicationprocess. Clinicdans would be wiseto carefully monitor the interpreting process. A video
camera can be used to record aninterpreter’ s performance and then* back-trandated” to the clinician
usng another interpreter. The outcome may be quite surprising to boththe dinicianand the consumer.

It isgood practice, therefore, for providers to use only certified interpreters. There are two nationa
catifying bodiesinthe United Statesfor ASL interpreters. the Registry of Interpretersfor the Deaf and
the Nationa Associationof the Deaf’ sInterpreter Assessment Program. Inaddition, some states have
their own interpreter assessment programs. Currently, there is no recognized nationa certification
specificaly for mentd hedthinterpreters, but effortsare under way to develop criteria and certification
licensure procedures for this sub-specialty.

Menta hedth providers oftenfind that it is more effective to contract with one agency to provideafull
continuum of 9gn language interpreting servicesthanto attempt to identify individud interpretersonan
as-needed basis or to devel op “in-house” interpreting capabilities. Inmost communities, Sgn language
interpretersare not needed frequently enoughto judtify establishing full-time st&ff pogitions. If individua
case managers or service providers have to arrange for interpretersonan ad hoc bas's, the likelihood
of sarvice interruptions and professond errors increases.

Interpreting services usudly are not billable as a separate, third-party service category. Under the
provisions of the ADA, however, the cost of services provided by an agency canbe dightly increased
for dl patients served to cover the cost of interpreter services. The ADA vests the financia
responghility for providing interpreters with the service provider, not the consumer who is desdf.
Providing interpreting services for consumers who are desf is alegitimate service-
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delivery cost and needs to be built into an agency’ s funding formula. In some Stetes, at least aportion
of the interpreting costs are reimbursable by Medicaid.

Despite their potential drawbacks, interpreters are likely to continue to be one of the main modes of
service ddivery inthe mental healthfidd for persons who are desf. Professional training programs are
not gearing up to increase the number of fluently sgning, trained case managers, socid workers,
counsdlors, psychologists, and psychiatrists who are needed today, let done over the next several
decades.

Ingenerd, family members should not serve as interpreters in menta heath settings, regardless of ther
ill leve or willingness to do so. In some cases, a person’s mentd hedth problems—whether the
individud is hearing or deaf—are enmeshed withfamily dynamics, and another family member cannot
be expected to speak objectively, especidly in what can be an emaotiondly charged atmosphere of a
mental health encounter. In stating this generd principle, it must be acknowledged that obtaining the
services of aqudified interpreter who isnot afamily member may not dways be possible, particularly
inemergency Situations. Under such circumstances, the involvement of a non-family interpreter should
be sought as soon as reasonably possible.

Inpatient Services

Inadditionto communicating effectivey with consumerswho are deaf, mental health providersineach
state must have links to inpatient treatment fadilities that are accessible to patients who are deef. In
many dates, some efforts have been made to make a program or unit accessible. To be considered
fully accessble, programs need to include, a aminimum, the following:

¢ Admission policies and procedures that do not discriminete, intentiondly or otherwise, against
persons who aredeaf. For example, admissonofficesneed TTY telephone accessand interpreters
need to be available (on-cal) on a 24-hour, 7-day basis. There also should be a means of
communicaingthat includesvisudly identifying both parties; inother words, anaudio intercom-type
system is not helpful when a patient who is deef is being admitted.

¢ Treatment unitsthat are accessible. Visud derting devicesare required by law for fire, smoke, and
carbon monoxide detectors. Patients al so need special devices—door knock indicators, telephone
ringers, and non-auditory wake-up alarms, such as flashing lights or bed vibrators. All tdevisons
for patient use, as wdl as videotapes or films used in treetment, should be closed-captioned. If
inpatients generdly have access to telephones, a TTY should be available for patients who are
desf; if not, pay phones should have TTY capability. Interpreters should be readily available, and
al gaff members including nurses should have traininginsgn language. [dedlly, video materids for
audienceswho are deaf should use ASL and have performers and narrators who are deaf. Some
mental hedthmaterids are available inthis formand may be purchased through a variety of Internet
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and other sources.

¢ Assessment procedures that are nondiscriminatory. Qudified examiners should always be used,
preferably those who are fluent in ASL. Given the fact that such professionals are rare and
expensve, quaified interpreters must be used. (For a discussion of interpreter qudifications, see
the earlier Sgn Language I nterpreters section.) Language-based assessments or tests that require
reading should not be used with persons who are deaf. For example, the Minnesota Multiphasic
Persondity Inventory (MMPI) is not appropriate. For a thorough explanation of testing and
consumers who are desf, see Vernon and Andrews (1990).

¢ Nondiscriminatory trestment. All Saff providing treatment services to consumers who are deaf
should be sgn fluent (Tugg v. Towey, 1994). Given the fact that the number of sign-fluent
therapigts is limited, interpreters will be used for the mgjority of inpatient treatment. In group
trestment settings, pecia accommodations need to be madefor interpreters, recognizing that their
presence sgnificantly aters the trestment processfor everyone involved. Some excellent resource
materid isavailablein the fidds of interpreting and menta hedth (see DeMateo, Vdtri, & Leeg,
1985). Consent forms should be trandated by a qudified interpreter usng sign language. If
videotapes or other materias are used, they aso need to be made accessible.

¢ Proper medication monitoring for patients. Medication sde effects that might be considered less
problematic for individuas who can hear, suchashand or finger tremors and facid tics, may have
a ggnificant negative impact on a person’s ability to communicate the grammeatica and other
nuances of ASL. These sde effects must be clearly communicated to patients who are desf.

¢ Rl indudon inthe treetment planning process. Again, either sgn-fluent staff members or qudified
interpreters are required.

¢ Outside consultation from expert sources. Outside consultation is a standard of good hedth care,
and professonas serving consumers who are deaf should be willing to ask for assistance from
expertsin thefidd.

¢ Proper and complete discharge planning. The greatest sumbling block to effective programming
for consumerswho are desf is often the lack of community resources to support them once they
have been discharged from treatment. Housing needs to be “deaf friendly” and accessible.
Furthermore, trestment personnd in the community need to be fluent in ASL and fully involved in
the placement process so that services are not interrupted.

Due to the high cost and resource requirements for making inpatient facilities fully accessible to desf
persons, not every trestment unit and fadility ina state needsto be made accessible. Prior programand
trestment considerations, such as county of residence, diagnostic category, and gender, should be
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eiminated for patients who are deaf when considering inpatient placement. A single treetment unit,
highly specidized and fully accessible, may be sufficient to serve the deaf population of anentire state,
regardless of individua residence or diagnosis. Policiesand practices canbe atered to accommodate
patientswho are deaf, but these changesrequire forethought and strategic implementation. Stateswith
large populations may need more than one treatment unit.

In states where dl (or many) inpatient services are provided by the private sector, the state mental
hedlthsystem il has an obligation to ensure accessible inpatient treatment for consumers. Contracts
and agreements between public and private entities must reflect an awareness that services to people
will occur in a nondiscriminatory manner. In addition, private providers are equaly bound by the
provisons of the ADA.

Lengthof stay ininpatient units is asignificant consderation. People who are desf, on average, require
longer stays than people who can hear. Reasons for this are numerous—related to educationd,
language, and programming deficits. Medication Sde effects may be more pronounced or have a
greater negative impact on some patients who are deaf. There is little literature available to guide
professonds in predicting recidiviam, cooperation with trestment recommendations, or other
“diginctively deaf” variables when examining inpatient stays.

Housing Services

Consumerswho are deaf, aswith other reci pientsof menta health services, should have aright to make
choices about where and how they live. It isimportant for menta health providers to understand that
mary consumerswho are deaf prefer to live withor near other persons who are deaf for emotiond and
intellectud support aswell asfor information. They aso need trestment personne inthe community to
be fluent in ASL and fully involved in the placement process so that menta hedlth services are not
interrupted.

Being surrounded by others who can communicate fluently (both expressively and receptively) inASL
is a highly sgnificant variable when considering what factors enable a person who is deaf to fed
comfortable in a living Stuation. Placing a single consumer who is desf in alarge gpartment complex
with hearing people may appear to beinduding them in society but, in fact, may be the mogt isolating
dternative avallable. If aperson has no one with whom they can communicate, the world can quickly
begintofed ominous and isolaing, and symptoms of menta illnessmay returnor beexacerbated. Most
important, physical induson with communication isolation does not represent the least redtrictive
environmen.

This is not to say that dl people who are deaf and have a mentd illness will make the same
choices—some may prefer agroup home environment, others may opt for apartment living with other
persons who are deaf or withavailable Saff nearby, and il othersmay prefer to live ontheir own, with
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minima or no Saff support. Taking into account these linguigtic and cultura concerns, however, persons
who are deaf should have the same range of available housing options as other members of society.
In addition, it is essentid that housing for consumers who
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are deaf conformto ADA standardsfor access and include visud doorbell and door knock indicators,
adarm systems, smoke detectors, and telephone service.

Adult Issues of Trauma, Violence and Abuse

As previoudy mentioned, one of the primary issues affecting menta health service provision to deaf
persons isthe lack of adequately competent Sgn language interpreters. Most hearing peopleknow little
about the subtleties of American Sign Language and even less about what congtitutes sufficient
interpretation. Sign language interpreters vary greetly in<ill level and in experience working in menta
hedlth settings. In many cases, an interpreter who is wel skilled at interpreting a deaf persons sign
language into verbal language may not be nearly as competent in the reverse skill. Thelack of readily
avalable and qudified Sgn language interpreters in emergency mental health service sites, settings
wherethey are most needed to address acute mental healthemergencies, creates Sgnificant obstacles
to effective treatment. Without an understanding of mental health assessment questions and the signs
and symptoms of mentd iliness, the interpreter may not interpret sgned or spokenthoughts precisdly,
rendering the assessment either incorrect or greetly weakened.

A person who is deaf is dways at risk for either miscommunication or, a worse, coercion and
meanipulationby mentd hedthproviders. Stuationsmay arisewhere adesf person withamentd illness
receivestreatment based oninterpretations of their behavior. Assuch, behaviorsthat arise from anger
and frustrationat being misunderstood or not listened to can easily ariseto the dinicianinterpreting that
the consumer is dangerous. As a result, the clinician may respond by using Strategies designed to
contain and control the Stuationto prevent the Stuationfromescaating into a violent encounter. There
are multiple instances of deaf persons withmentd illnessbeing put into restraint or seclusion, primarily
because the dinidanmisinterpreted behaviors that were the result of anger and frustrationat not being
understood. Most devadtating is the very red and find restriction on communication that being “tied
down” placesonadeaf persons ability to communicate. One person characterized it by sating, “Being
tied down in restraints to a deaf person iswhat being tied and gagged isto a speaking person.” K. A.
Huckshorn, R.N., M.SN., I.C.A.D.C. (persond communication, January 30, 2002, at the Third
Technical Report Meeting on Seclusonand Restraint, Specia Focus: Persons Who are Deaf or Hard
of Hearing)

The same issues that occur in mental hedlth settings aso routindy occur in some schools, residential
trestment settings and in the crimind justice system. The resulting effectson deaf persons with mental
illness are the experience of repested misunderstanding, violence, and re-traumatization cregting fear,
suspicion, and readl anger. Thisis not an aimaosphere that breeds compliance withfollow-up trestment
or voluntary engagement with the mentd hedth system.
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Servicesfor Children and Families

For a number of reasons, children who are degf are particularly vulnerable to developing emotiond
difficulties Mindd and Vernon (1970) note that gpproximately 92 percent of children who are deaf
are born to parents who can hear and that communication difficulties between parent and child often
are gpparent throughout the developmentd periods. It is estimated that only 15 percent of parents
develop the sgn language communication skills necessary to carry on meaningful conversations with
their children, beyond smple commands and queries. Meaningful communication with shlings and
extended family membersis dso rare or nonexistent.

The school environment aso can be problematic and a source of emotiond distress for children with
hearing impairments. Children who are deaf and attend school in loca schoal didricts often remainin
sef-contained classrooms with the same classmates, teachers, and support staff for years a atime.
I nteraction with peers who can hear may occur only during lunch breaks or a school-wide events,
wherethereislittle chance for devel oping friendships. For childrenwho attend state residentia schools
for the deaf, a different set of problems, no less dehilitating, often develops. These children may live
goart from ther families five days aweek and never fully experience regular family interactions.

The mogt effective children’s services appear to be school-based services in which menta health
professonds provide ongoing counsdling, therapy, and advocacy inthe school environment. If serious
family problems arise, counsdl ors canvist the homes of childrenand assst parentsand shlingsto better
understand the dynamics of deafness and provide amore nurturing and supportive environment. Such
servicesare being provided insome locdities, but the public menta health syslem must be responsible
for them. Residentia schools for children who are deaf often provide Smilar supportive programs and
sarvices. To ensure high-quality services, a close working relationship should exist between the Sate
school(s) for the deaf and the state menta health agency. (See also Educational Needs section.)

The problems of children’s services are numerous and profound. The solutions are complex and
paingtaking to implement, but they are possible. Cost-effective, outcome-oriented, practical programs
that address the needs of childrenand adolescents who are deaf and their families arevitd. Eachstate
needs specidists who work with children and adolescents who are deaf and ther families. In more
populated regions, full-time gtaff can focus their services on this population; where numbers dictate
otherwise, regiona children’s services may be more cost-effective. Good programs that are well
implemented could have a positive impact thet will be fdt for generations and will hep avoid anegative
impact on future socia service and correctional systems.

Treatment programs for emotionaly disturbed childrenwho are deaf need to be available, whether in
concert withprograms for children who can hear, in concert with the state schools for the desf, or as
separate entities. As with other service areas, these treatment programs need to be fully accessblein
terms of communication and access to information, recognizing the language development lags that
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children who are desf often experience.
Childhood Trauma and Abuse

Children who are deaf are thought to be targeted by sex offenders because these children may be
perceived as unlikely to report the offense. Many youthwho are deaf aso appear to be susceptible to
pressure to experiment with drugs and acohol in an attempt to find an identity within negative peer
groups (Laa, 1995). When assessing needs and providing clinical interventions, mental heslth
practitioners as well as adminigtrators and planners need to understand these potentia issues.

Research shows that rates of physicd and sexual abuse among children who are deaf are
extreordinarily high compared with the generd population (Elder, 1993). While, as in the general
population, no hard data are available, estimates range from abuse rates two to three times those
experienced by people without disabilities. Sullivan, Vernon, and Scanlon (1987) reported that in the
clinicd population they studied, 53.4 percent of children who are hearing impaired reported having
been the victims of sexud abuse. Obvioudy, these dataare skewed consdering the only children they
saw were aready diagnosed withan emationd or behaviora disorder, whichwaslikdy related insome
way to the abuse they reported. The percentage is nonetheess very high.

There may be multiple reasons for this unusudly high rate of vicimization. Some professonals relate
it directly to the lack of early communication between parent and child, and the child’'s search for
intimacy in any possible way to fill the resulting developmenta disruption (Critchfield, 1983). Other
researchers have postulated that potential abusers may perceive children who are deaf as “ided”
victims, naively supposing themto be unable to report the abuse (Critchfield, 1983; Elder, 1993). The
genera lack of socid knowledge among children who are deaf also contributes to their lack of
understanding of what congtitutes acceptable and unacceptable behavior in others (Sullivan, Scanlon,
Brookhouser, & Schulte, 1992). Thetruth islikely a combination of severd of these factors.

Developing Services for Children Who Are Deaf

When considering the development of servicesto adeaf population (and especidly to childrenwho are
desf), planners must take into account the likdihood that tharr dinical personne will be deding withthe
victims and survivors of sexua trauma. It islikely that atherapist’ s casel oad will reflect alarge number
of serioudy traumatized consumers. Thergpists should expect extended periods of treatment and
trestment complications. In addition, there may be a need for better education and information in
preventative effortsto do as muchas possible to reduce the rate and severity of the childhood problems
that may manifest themsdves in the lives of adults. Direct-service personnel for children who are deaf
and have been traumatized need frequent and qudity dlinica supervision, regardlessof ther experience,
because of the emationaly and physcaly exhaugting treetment they will ddiver. Mutud saff support
and frequent professiona/socid support activities are essentid.

Recommendations
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EgtablishaDirector of Deaf Services position within each state menta healthagency’ scentral
office, conggtent with the position description outlined earlier in this report.

Egtablish, in most community catchment areas, regiond adult menta health services serving
muitiple menta health centers and employing sign-fluent, culturally competent staff members
in a team approach. Each team might be composed of a socid worker, counsdor, case
manager, children’ sspecidigt, and an addictions specidist. The recommended serviceratio is
one menta health case manager for each 400,000 adultsin the generad population and one
additiona menta hedlth professona to serve children and families within the same population
(Trotter, B., 1999).

Egtablishacute-careinpatient trestment programs withsgn-fluent Saff to serve bothpsychiatric
and substance abuse dlients. States where such programs have succeeded have found that
long-termpsychiatric inpatient careisrarely required, except inforensc cases and some cases
involving organic dysfunction for whichmedicationand extensve saff support are inadequate
in community settings.

Implement anindividualized aggressionrisk assessment that bothidentifiespotential triggersas
well as effective interventions. Implement policy that strongly discouragesthe use of seclusion
or restraints, especidly withthe Deaf population. Ensurethat staff clearly understand the issues
related to the use of seclusion and restraint on a person who is deef.

Egtablish regiond children’s menta health services as a component of the teams described
above. These specidists would serve primarily in mainstream educational programs and with
the families of children and adolescents.

Egtablisharesdentia trestment programfor childrenwho are desf, perhapsinconjunctionwith
an exiging program for hearing children. Critical to the success of such a program is the
induson of sgnfluent staff and competent dinidians. In terms of less redtrictive dternatives,
thergpeutic foster care usng wel-trained host families has shown tremendous potential for
reducing inappropriate behavior and enhancing the qudity of life for childrenwho are deaf and
have emotiond difficulties.

Make a specid effort to reach out to people of color who are deaf, who tend to be over-
represented in menta hedth populations in generd. The Deaf Community is no different from
other groups in this regard. The National Black Deaf Advocates (NBDA) has been an
excellent resource in helping to bridge the cultural and linguistic gaps that often exist between
African Americans and other people who are deaf. Inaddition, nationa organizations exist for
people who are deaf from a number of other racia and ethnic backgrounds, including Native
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Americans, AsanAmericans, and Hispanic/Latino Americans. Consumers and potentia staff
members should be identified within these“ dua minority” groups. Involving representatives of
racia and other minority groups in the planning process at an early stage sends a message of
indusion and awareness that previoudy may have been absent on the part of public menta
hedlth systems.

Manage mentd hedlth interpreting services through a single statewide contract, coordinated
through the central office of the state mentd healthagency. A sngletoll-free telephone number
can be established enabling dl community and facility-based programs to have access to
interpreters as needed.

Edtablish a statewide emergency telephone TTY crigs line to answer emergency cdls from
people who are deaf 24 hoursaday, 7 days aweek, 12 months ayear. This can bedone quite
inexpensvey usngstate-of-the-art pagers and computer referrals. Regiona saff memberscan
serve as cdl recipients on a rotating basis, thus dlowing people who are desf and in criss
immediate access to culturally competent resources, especidly for after-hours emergencies.
The technology to establish such a service is readily available and cogt-effective in preventing

unnecessary hospitalizations.

Require that al contracts with service ddivery agencies include provisons that prohibit
discrimination in serving people who are deaf. While virtualy al government contracts include
nondiscrimination language, in the case of services to consumers who are deaf, these
requirements need to be more dearly spelled out, in terms of specific requirements to meet
their needs. Specificsareincluded throughout this report. Community menta healthcenters can
satisfy the requirements of accessto their services through subcontracts withregiond service
programs.

Once the state menta health agency has commiitted itsdf to a particular model of service
delivery, develop standards of careto ensure compliance withthe lawsand safe, humane, and
effective servicesfor consumerswho are deaf. Once servicesareinplace, it isredidtic (indeed
mandatory) that standards be promulgated, through the involvement of consumers, focus
groups, service providers, and mentd hedth adminigrators.

Develop accessible housing for people who are deaf withmentd illness. Ineach state, regional
housng programs shoud include access to a group home specificaly and exclusvely for
residentswho are deaf. |naddition, make less structured housing options available for persons
requiring a lesser degree of support—such as supported apartments, fully independent
gpartments, and family settings where appropriate.

Providetraining grants or schol arshipsto studentsinterested inpursuing careersinmenta hedlth
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and deafness. Each state should identify at least one inditution thet is interested in establishing
a formd training program and work cooperatively with that indtitution to offer courses and
training opportunities to provide a steady stream of qudified personnel to the menta hedlth
system. It is possible that a training objective may be achieved through the development of
coditionsamong states usng available technology totraindiverseprofessondsintheintricacies
of deafnessrelated service ddivery.

. Edtablish a statewide multicultura advisory pand to oversee the ongoing development of
services for persons who are desf. This should be a standing committee, with membership
representing dl stakeholders in a geographic region, especialy consumers of menta hedlth
serviceswho are deaf. This committee should have direct influence on the development of the
gtate mental hedlth plan so that consumers who are deaf are not overlooked.
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Conclusion

Much remains to be done. Readers of this report are likely to emerge with as many questions as
definitive answers for state mental hedth systems as they plan services for persons who are deaf with
serious mentd illness. Readers can learn more about this topic by referring to the publications and
organizationsincluded in the resource section aswell asto those cited in the text of this report. Since
the 1960s, atremendous amount of research has been conducted and numerous successful programs
have been established, but comprehensive information regarding research and effective programs has
yet to be widdy disseminated in the public mental hedlthcommunity. Many successful programs have
been funded, implemented, and then discontinued because of the loss of outsde financid support. The
fact that these programs no longer exist criesout for the reestablishment and regenerationof effortsfor
permanent programs that are fully incorporated into eachstate’ smentd hedthstructure. Today, people
who are deaf with serious mentd illness are present and unserved, or underserved, throughout the
nation. This neglect should not be alowed to continue in the United States in the 21t century.
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Model Program:
South Carolina Department of Mental Health
Program of Servicesto Persons Who Are Deaf or Hard of Hearing

Program Overview

Since 1989, the South Carolina Department of Mental Healthhas funded a unique program of services
for persons with mentd illness who are deaf or hard of hearing. Working within the department’s
exiging structure, officas devel oped new strategiesto meet the needs of this underserved community.
These new agpproaches required a reassessment of the department’s regiona configuration as well as
of the rdationship between local community menta hedth centers and the State central office.
Fundamentad to the development of thisinitiative is the core bdlief that public menta hedth services
should be ddlivered inthe preferred language of consumerswho are deaf and inamilieuthat is sengtive
to Deaf Community values.

Key components of the programinclude mobile, community-based counsslors who are responsive to
consumer needs, residentia dternativesthat affirmthe vauesof Deaf Culture by enabling recipients of
public menta hedlth services to live in close proximity to other persons who are deaf, and a small
inpatient trestment unit that complements and supports the community-based programs. Regiona
sarvicesincude atraditiond continuum of mental health care enhanced by the use of state-of-the-art
technology that affords greater efficiencyinthe ddlivery of services. Thesetechnica innovations indude
the use of video conferencing, a statewide crissline, and laptop computers that enable regional
counselorsto have accessto central databasesand supervisionass stance through modems and direct-
line connections to the larger menta health computer network. Two-way pagers assist professonals
inthe fidd who are deaf in the same way that cdlular telephones benefit field personnel who canhear.

A aff of about 35 menta hedlth professonds ddiver a comprehensve array of high-quality menta
hedlth services usng American Sign Language (ASL) for persons who are deaf or hard of hearing
throughout South Carolina. Although staff membersare based inlocal menta hedlth centers around the
state, theytravel throughout aregionto provide servicesto consumerswho are deaf or hard of hearing.

Culturally Competent Initiativesand Strategies

One of the mogt Sgnificant innovations inthe South Carolina Department of Menta Health's Program
of Servicesto Persons Who Are Deaf or Hard of Hearing has been the identification of highly trained
and dedicated practitionerswho provide servicesto persons who are desf in their preferred language
and culturd milieu. In many ways, the services provided to consumers with hearing problems are the
same as those afforded to other consumers. The primary difference isin the mode of communication.
For many persons who are deaf, ASL isthe preferred method
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of communicating, and dl staff membersin this program are fluent in its use. Fourteen of the 35 gtaff
members are deaf.

Vitd to the delivery of effective mentd hedth services is the participation of two psychiatrists who use
sgn language communication to manage medications for clients throughout the sate. They use video
conferencing to link with menta hedlth centers around the state usng desktop video connections. The
dinidans routindy conduct one-on-one interviews with consumers who are deaf (both adults and
children), managing their medications, intervening in emergencies, and assisting in treetment planning
without necessitatingtravel toremotelocations. Thus, patientswho are deaf have direct communication
access to their doctor without the need to use an interpreter.

Regardless of where they live in the state, people with menta illness who are deaf or hard of hearing
have accessto counsding, case management, socid work, and other services conducted inalanguage
that is accessible to them. Regiond mentd hedth professonds trave throughout the state, providing
sarvices to consumers in mental health centers, homes, places of work and worship, and other
gopropriate and culturdly affirming settings.

The programa so offersawide range of supported housng dternativesthat enable consumerswho are
deef to live inclose proximity to each other, providing numerous opportunities for communicating and
deve oping friendshipswithother persons who are deaf. Supported employment efforts have resulted
in a dgnificant number of people who are deaf with mentd illnesses returning to work or finding
employment for the fird time in their lives. Substance abuse services are dso avalable to adult and
youth consumers who are deaf and need them.

Collabor ative Efforts

The state deaf services programhas strong tiesto and support fromthe state’ sDeaf Community, dating
back to the origind plans to establish the program in 1985. In preparation for initiating the Satewide
program, stateand |ocal menta hedlth service providers established and fostered effectivelinkageswith
this vita community resource and engaged in substantive discussions about the proposed program’s
operation, structure, gods, and principles. With the support of the statewide deaf services program,
public mental health services providers are able to offer accessible menta health services to persons
who are deaf or hard of hearing inan efficient manner throughout their geographic region. Without that
support, each menta heath center would have beenrequiredto develop and provide servicesto adeaf
population whom most staff do not have the training or experience to serve,

In South Caroling, asgnificant leve of collaboration exists between the state menta hedthagency and
numerous other entities, induding educationa programs for children who are dedf, the state vocationd
rehabilitation agency, the South Carolina Association of the Deef, the Commission for the Blind, the
date agency serving people with Developmenta Disabilities and
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Specia Needs, the state Department on Alcohol and Other Drug Abuse Services, and the Governor’s
Offices of Children’s Services.

Inaddition, state menta healthadministratorsfrequently receive requestsfor consultationin developing
services for consumers who are deaf from other state mentd hedlthsystems. To date, South Carolina
mentd hedth system gaff have provided direct consultation to 16 states and made more than 100
presentations at nationd, state, and regiond conferences regarding itsmodel for providing public mental
hedlth services to people who are deaf or hard of hearing. In cooperation with South Carolina
Educationa Televison, the state deaf services program developed a videotape explaining how its
sarvicesoperate. Indeed, at least threestateshave implemented mentd health servicesfor persons who
are deaf based on the South Carolina mode, which can be replicated, with modifications, in any
gatewide or regiond public mentd hedth system.

Recently, state Department of Mental Health offidas and severad South Carolina universtiesdiscussed
a proposa to invalve inditutions of higher education throughout the country in establishing a
collaborative, multistate network that provides traning to professonds in avariety of mentd hedth
disciplines with a specidization in providing services to persons who are deaf and hard of hearing.

Evaluation Efforts and Results

In South Caroling, the average daily inpatient census of consumers who are deaf has dropped from a
peak of 22 1n1993 to the current average of 1.2. The average length of stay for persons who are deaf
withmenta illnessesininpatient settings decreased from more than 20 yearsto gpproximately 15 days
during that same period. Smultaneoudy, the number of consumers that the state mental hedth system
serves has steadily increased. The sgnificant reduction in inpatient census and lengthof stay combined
withsubgtantiad growthinthe number of consumers served providesaclear indicationthat the program
is medting its god of providing appropriate, community-based menta hedth services to members of
the Deaf Community.

In addition, fewer state funds are spent today to serve a far larger population of consumerswho are
deaf than were spent in past years to place a rdatively smal number of consumers who are deaf in
inappropriate and expensive inpatient settings. In 1991, the South Carolina Department of Mental
Health spent morethan$1.7 millionto provide menta health servicesfor fewer than 30 consumerswho
are dedf (primarily ininpatient settings); today, the state mentd hedth system serves more than 400
persons who are deaf in community settings at a much lower overadl cost, whenfactoringinMedicaid
revenue as well as block grant funds. These consumers receive significantly better servicesin far less
redrictive settings. Some of the persons once confined to inpatient facilitiesnow hold competitive jobs,
live independently, and function as productive and contributing members of society.

Cultural Diversity Series: Meeting the Mental Health Needs of Persons Who Are Deaf Page 38



Funding

Infisca year 2002, the cost of the entire state mental health programfor persons who are deaf or hard
of hearing is about $1.3 million. This amount includes $1.1 million in generd revenue funds from the
South Carolina Department of Mental Healthas well as $200,000 inCenter for Mental Heal th Services
(CMHYS) date block grant funds designated specificdly to establish five new postions to expand
services for children and adolescentswho are deaf and ther families. These gross expendituresdo not
reflect the nearly $450,000 in reimbursements from Medicaid, private insurers, and other third-party

payers.

Contact Information

A. Barry Critchfield, Ph.D.

Director of Servicesto Deaf and Hard of Hearing People
South Carolina Department of Mental Hedlth

P.O. Box 485

(2414 Bull Street)

Columbia, South Carolina 29202

(803) 898-8301

(803) 898-8874 (TTY)
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Model Program:
Thresholds Bridge Program for the Deaf
Chicago, Illinois

Program Overview

Thresholds Bridge Program for the Deaf, established in 1984, serves consumers who are deaf witha
broad range of psychiatric disabilities in the Chicago metropolitan area. The program provides
comprehensive mental hedlth services for adults who are deaf, including residentia, outreach, and
vocationd rehabilitation programs. The Bridge Program has been successful in integrating inpatient,
outpatient, resdential, and advocacy services in a manner tailored to address the specia needs of
persons who are deaf. The program, which serves 150 to 200 consumers who are deaf eachyear, is
one of several speciaty programs operated by its parent agency, Thresholds, whose missonincludes
developing and expanding servicesto hep meet the menta hedthneeds of consumers and to improve
the quality of life of awide range of personswith serious mentd illness.

Thresholds speciaty programs aso indude the Mother’s Program, the Young Adult Program, the
Older Adult Program, and, most recently, the Jail Program. Each of these programs serves populations
that oftenare neglected by other menta health systems. The Thresholds Jail Program recently received
the American Psychiatric Association’s highest honor, the Gold Achievement Award for innovetive
service provison and excdlence in service ddivery. The Bridge Program received a dgnificant
achievement award from the American Psychiatric Association in 1991 for its rehabilitative services
to adults who are deaf and who have amentd illness. Altogether, Thresholds serves more than 5,000
consumers each year and employs 1,000 staff with an annua budget of more than $40 miillion.

Residential Programming

The Bridge Program operates three supervised residences. Each structure is a 10-bed therapeutic
group home located in an apartment building purchased by the program and supervised by teams of
house managers, al of whom are fluent in American Sgn Language (ASL). Eachbuilding is equipped
with communication and safety devices induding telecommunication devices for the deef (TTY) and
visud firedarms and doorbells. The origina residence, purchased in 1984, was supplemented in 1988
by a second residence with lessintense supervison designed for people who are nearly ready to live
on their own in the community.

The origind residence’ sintengty of supervisionis betweenthat of the second residence and athird one
purchased in 1991, which serves people who are deaf who have experiencedlong-term hospitadization
in a state psychiatric fadlity. This is the most intensaly supervised residence (24 hours per day, 365
days per year) and provides up to 16 hours of programming per day. Consumers who are deaf and
who have been hospitalized for extended periods often come to the program extremely dependent on
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routinized, externdly controlled environments. Many are so dependent on externd controls that free
time can be dressful. In recognition of this fact, community-based services continue to provide
structured programming; however, members aso have the freedom to make choices about dl aspects
of their lives, often for the firgt time.

The Bridge Program’ s unique approach is designed to offer a continuum of servicesto consumerswho
are deaf depending on their needs. For example, in the lessintensay supervised residences, staff are
on duty for part of each day and members may come and go as they please. Some consumers travel
independently to and from work, home vigts, and others activities. As members reach ther
rehabilitation goals, they are encouraged to move to a less redtrictive resdence and, eventualy, to an
goartment inthe community. Consumers who make this trangition from group to independent living
recelve sarvices from the Bridge Program’ s Assertive Community Trestment Team.

Assertive Community Treatment

An assertive community treetment (ACT) team servesadinicdly diverse group of about 60 consumers
who are degf, including persons who previoudy resided inone of the program’ s supervised residences
and who are adle to live independently with ongoing staff support. The programis designed to prevent
unnecessary hospitaization and is based on the highly regarded ACT modd initiated in Madison,
Wiscongn. Eachof the program’ snine outreach workers makes an average of 15 home vigtsper week
to consumers participating in this program. Outreach workers hep program participants with awide
variety of tasks, induding performing routine housekeeping chores, payinghills and communicatingwith
physicians or potentia employers who may have little or no experience with persons who are deaf or
the Deaf Culture. Often, the outreach workers smply carry on afriendly chet, in Sgn language, in the
consumer’ slivingroom. Thisflexible, hands-on approach makesit possibleto matchservicesrendered
to the particular needs of each individud.

Vocational Rehabilitation

A team of vocationd rehabilitation experts each year serves 30 to 50 dients who are deaf and who
have amentd illness. This service, the newest addition to the Bridge Program, was made possible by
agrant fromthe Illinois Office of Rehabilitation Services in response to a pressing need for expanded
vocationd rehabilitation services. Although ACT team daff had provided this service previoudy, it
became clear that there was a need for experts in the field of vocationd rehabilitation, as more
consumers entered the program with extremely limited work skills. This behavioraly grounded
program, focusng on prevocationd skills, has been successful in hdping many consumers make the
trangtion from sheltered workshops to competitive employment. Staff members provide vocationa
learning opportunities for consumers such as aweekly job club, fidd tripsto employment sites where
other people who are deaf work, resume-writing workshops, and interview-skill development. Staff
often asss program membersin interacting
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with the state vocationd rehabilitation system and may provide job coaching once an individud finds
employment.

Culturally Competent Initiatives or Strategies

Withrare exceptions, community menta health programs, eventhe most progressive ones, aredesigned
for consumers who are hearing. As a result, persons who are deaf with serious mentd illness often
encounter numerous, seemingly insurmountable barriers to recaving effective services. Personswho
are deaf and seek hdp from menta headth programs designed for hearing consumers may risk being
ignored, misunderstood, misdiagnosed, or cared for by menta health professonas who have little or
no knowledge of deafness.

The Thresholds Bridge Program was carefully designed to address these and other mgjor concerns:
the need for mental health workers who are fluent in ASL and familiar with issues related to deafness
and Deaf Culture; the need for both high and low levels of program structure for members of this
exceadingly heterogeneous population; and the need for a wide variety of program components,
including assertive outreach and service coordination, supervised and supported housing, vocationd
and socid rehabilitation, and the other eements of a comprehensive community support system.

Modeled after a Thresholds intervertion for frequent hospita users that received the Significant
Achievement Award from Hospital and Community Psychiatry in 1991, the Bridge Program has
become afoca point—within Thresholds, throughout Illinois, and even nationdly—for effortsto make
al mgor mental hedlth services and programs fully accessible to consumerswho are desf. Because of
its cost-effective yet comprehensive design, the program provides amode for other agencies seeking
to maximize accessbility to persons who are dedf.

Leadership at the national level began in 1989 when the Bridge Program co-sponsored, with the
Nationd Hedth Care Foundation for the Desdf, the first Nationa Conference on Community-Based
Alternatives for Deaf Personswith Mentd [lInessinWashington, DC. This highly successful and long
overdue gathering was jointly funded by the Nationd Institute of Mental Health and the Nationd
Ingtitute on Disability and Rehabilitation Research. Since that time, with the support of many leading
menta hedlth programs for the dedf, the conference has become known as“Bregkout: Innovationsin
Psychosocial Rehabilitationand Deafness.” The director of the Thresholds Bridge Program has served
as the conference chair for three of the five conferences held to date, and the program is well
represented at each conference by presenters, organizers, and participants.

At the Deaf Culture Workshop hdd during Thresholds annua Staff Development Day, experts on
deafnessfrom the Bridge Program|ecture on Deaf Culture, Sgnlanguage, effective use of interpreters,
and other relevant topics to promote deaf awareness throughout the agency. Thresholds employsa
Manager of Interpreting Services (a new postion) who teaches ASL to agency staff and members,
provides gaff training and psychiatric consultation, and convenes other consumer and staff meetings
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and gppointments. Having a designated agency-wide interpreter has helped integrate services for
consumers who are deaf by creating easier access to programming available throughout Thresholds.
For example, consumers who are deaf now are able to attend the computer class Thresholds offer to
its members.

Collabor ative Efforts

From the outset, the Bridge Program’ s managers have received invauable advice from leaders of the
Deaf Community aswell asfromother advocatesfor people who are deaf. Staff members from other
Thresholds programs are involved in an ongoing initiative to achieve at least abasc proficiency in 9gn
language and familiarity with Deaf Culture. As noted, agencywidetraining activitiesimprove, promote,
and stimulate accessibility both for members who are deaf and staff. Moreover, the overdl qudity of
servicesimproves whenalarger community of people can communicate with program parti cipantswho
are desf.

An important fegture of the program is its close collaboration with Chicago-Read Mental Health
Center, a state psychiaric hospitd that operates an inpatient unit for patients who are deaf. Most
referrds to the Bridge Program come from this unit, and, when necessary, most re-admissions take
place there. Staff members from the Bridge Program attend weekly mestings at the unit and visit
informally with current or prospective service recipients.

Program gtaff a so collaborate closdy with Addiction Recovery for the Deaf (ARD), a Chicago-based
substance abuse trestment program for persons who are deaf. Both programs have experience in
sarving dients smultaneoudy and have developed a system to maintain continuity of care. For some
consumers who are desf, the Bridge Program, ARD, and the Chicago-Read Mental Health Center
coordinate witheach other to ensure asmoothtrangtionfromone programto the other, withthe Bridge
Program taking respongbility for the difficult trangtion back into the community after hospitaizations
or substance abuse treatment.

Fndly, a Bridge Program staff member represents Thresholds as amember of the lllinois Office of
Menta Hedth's State-Wide Advisory Committee for deaf and hard of hearing services, attending
quarterly meetings with deef service providers. A teleconferencing format dlows full accessibility for
deaf services providersfromaround the state. Thisis atight-knit group, with some participants having
worked together for up to 15 years. The committee was responsible for the creation of the position of
Illinois State-Wide Coordinator of Deaf/Hard of Hearing Services as well as an additiona position
that focuses on the menta hedlth needs of people living in metropolitan Chicago.

Evaluation Efforts

Thresholds consstently evaluates its programs and activities, and it disseminates the findings through
training, consultations, publications, and conference presentations. Upon entering the program, atypica
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consumer has been hospitaized an average of 9x times and has spent more than three years in an
outpatient setting. Many members lived with relatives before entering the program (42 percent) or in
sheltered settings (38 percent), and 90 percent were unemployed. During their tenure in the program
(average 2.9 years), 43 percent avoid rehospitaization atogether, 63 percent are employed, and 45
percent live in independent apartments. Among members who have spent at least 12 months in the
program, Globa Assessment Scale scores have improved sgnificantly betweenintake and follow-up,
moving members to the next higher category of functioning. Many members adso experience a
sgnificant decrease in symptoms as measured by the Brief Psychiatric Rating Scale and demondtrate

sgnificantly improved independent living skills.
Funding

The Bridge Program has grown subgtantialy since 1984 with grant support from the lllinois Office of
Mental Hedlth and the Illinois Office of Rehabilitation Services. The program currently serves 110
consumers who are deaf, hasan annua budget of $2 million, and employs a staff thet includes 35 full-
time and 29 part-time workers.

Contact Information

Heather K. Horton

Program Director

Thresholds Bridge Program for the Desf
4734 South Ellis

Chicago, Illinois 60615

(773) 924-9833

Fax: (773) 924-8983

Pager: (312) 689-4481

Emalil: hkhorton@midway.uchicago.edu
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Suggested Readings on Cultural Competency

Thefallowing list of articles, reports, books, and other publications providesfurther resourcesfor those
who would liketo expand their understanding of cultura competency and public menta healthservices.
These publications address awide range of ethnic and cultura minority groups.
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Organizational Resour ces

Action Council for Cross-Cultural Mental Health
and Human Services, Inc.

The Action Council

P.O. Box 1695

Columbia, SC 29202

(803) 898-8619

Fax: (803) 898-8624

Contact: Dolores Macey

The Action Council for Cross-Culturd Menta Hedth and Human Services, Inc,, is a voluntary
organizationdedi cated to enhancing the involvement of citizens who are minoritiesinthe management,
delivery, and use of mental health and human services. The Action Council is a dues-collecting,
membership organizationthat providesprogrammetic and policy consultationand training for managers
and decisonmakers and promotes education in understanding diverse cultures. The Action Council
sponsors an annua conference in conjunction with the South Carolina Department of Mental Hedlth
and other organizations.

African American Family Services
2616 Nicollet Avenue South
Minneapolis, MN 55408

(612) 871-7878

Fax: (612) 871-2567

www.aafs.net

Contact: Tasselean Parker

The missionof African American Family Servicesisto hdpthe AfricanAmericanindividud, family, and
community reach agreater sense of well-being through the delivery of community- based, culturdly
specific chemicd hedth, mentd hedth, and family preservation services.

AIDS Mental Health Training Program (AMHTP)

UCLA Center for Hedlth Promotion and Disease Prevention
Center for Hedlth Sciences, Room 61-236

10833 LeConte Avenue, Box 951772

Los Angeles, CA 90095-1772

(310) 794-7130

Fax: (310) 206-5717

www.medsch.ucla.edu/ai dsinst/education/edprograms/index.html
Contact: Thomas Donohoe
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The AMHTP a UCLA is funded by the Center for Mentd Hedth Services and offers HIV
knowledge- and skill-based training tailored to mentd heal th providers and hedltheducators who work
with people withserious mentd illness AMHTP training programs provideextensiveinformation about
HIV and AIDS, aswell as experientid training to practice preventionand interventionskills AMHTP
trainings are provided in English and Spanish and address the unique chalenges of communicating
about and treating HIV-related concerns among mental health service consumers.

American Counsdling Association

Association for Multicultura Counsding and Development (AMCD)
P.O. Box 2256

Sacramento, CA 95812-2256

(916) 424-8959

Fax: (916) 424-3985

www.counsdling.org/multi_diversity

Contact: Dr. Marcelett Henry

Egtablished in 1972 under the American Counsding Association, the AMCD works to develop an
efficient and effective system of organizational management, enhance exigting professond standards,
and promote and expand culturally competent research and knowledge.

American Psychiatric Association (APA)
Committee on Gay, L esbian and Bisexual | ssues
1400 K Street, NW

Washington, DC 20005

(202) 682-6097

Fax: (202) 682-6837

Contact: Janice Taylor

The APA Committee on Gay, Leshian and Bisexud Issues is charged to investigate problems and
issuesthat affect the menta hedthof the gay, leshian, and bisexua popul ations—suchas discrimination
and stigmeti zation—devel op teaching programs to help correct the inadequate training of psychiatrists
about homosexud issues; and promote the education of the APA membership and the genera public
about homosexudlity.

American Psychological Association (APA)

Division 44

Society for the Psychologica Study of Lesbian,
Gay and Bisexud Issues

729 Boylston Street, 4th Floor

Boston, MA 02116

(617) 262-0315
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www.gpa.org/about/divison/div44.html
Contect: Douglas M. Deville, Psy.D.

The APA Divison 44, addressing gay, lesbian, and bisexua concerns, focuses on the diversity of
human sexua orientations by supporting research, promoting relevant education, and addressing
professona and public policy. It has committees and task forces on accreditation, bisexudlity,
education, public policy, youth and families, ethnic/racia diverdty issues, and science and research.
Divison 44 publishes a newdetter three times a year and aprogramdescribing Divison44's activities
for digribution a the annua APA convention.

American Psychological Association
Division 22

Rehabilitation Psychology

Divison 22 Adminidrative Office

750 First Street, NE

Washington, DC 20002-4242

(202) 336-6013

Fax: (202) 218-3599
www.gpa.org/divisongdiv22

Contact: Dawn Ehde, Ph.D., Membership Chair

The APA Divisdon 22 focuses on the psychologica aspects of disability and rehabilitation, providing
public information about these issues and promoting high standards and effective practices for
professond psychologigts in this field. The divison publishes a quarterly journd, Rehabilitation
Psychology, and a quarterly newdetter, Rehabilitation Psychology News. Members areinvolvedin
clinical service, research, teaching, and administration.

American Psychological Association (APA)
Office of Ethnic Minority Affairs (OEMA)
750 First Street, NE

Washington, DC 20002-4242

(202) 336-5500

Fax: (202) 336-6040

WwWW.gpa.org/pi/oema

Contact: Alberto Figueroa

The APA OEMA promotes sdentific understanding of the influences of culture and ethnicity on
behavior, encourages increased public knowledge of the specid psychologica resources and menta
hedlth needs of communities of color, and increases the number and participation of ethnic minority
psychologigts in the discipline and the APA.. Insupport of these objectives, OEMA’s ectivitiesinclude
maintaining and editing the Directory of Ethnic Minority Professionals in Psychology, operating a
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minority job bank, and publishing Guidelines for Providers of Psychological Servicesto Ethnic,
Linguistic, and Culturally Diverse Populations.

Adan and Pacific Idander American Health Forum

942 Market Street, Suite 200 Washington, DC Area

San Francisco, CA 94102 440 Firgt St. NW, Suite 430
(415) 954-9955 Washington, DC 20001
Fax: (415) 944-9999 (202) 624-0007
www.apiaf.org Fax: (202) 624-9488

Contact: Tesse Guillermo

A nationd advocacy, palicy, and research organizationdedicated to improving the healthof Asan and
Pacific Idander Americans. The Hedlth Forum offers publications and fact sheets on dl aspects of
Adan and Padfic Idander hedth including mental hedlth. The Forum also maintains a closed and
moderated malling lig asaninformationand referral point for individuas and organizations that provide
acohol, substance abuse, and mental health services.

Association of Asan Pacific Community Health Organizations (AAPCHO)
439 23rd Street

Oakland, CA 94612

(510) 272-9536

Fax: (510) 272-0817

www.aagpcho.org

Contect: Jeffery B. Cabdlero, M.P.H.

The AAPCHO is a nationd association representing community health organizations dedicated to
promoting advocacy, collaboration, and leadership that improvesthe hedth status and access of Asian
Americans, Native Hawalians, and Pecific Idanderswithinthe United States, its territories, and fredy
associated dtates, primarily through member community hedth clinics. Formed in 1987, AAPCHO
advocates for palicies and programs that will improve the provision of hedlth care servicesthat are
communitydriven, finenddly affordabl e, linguidticaly accessible, and culturdly appropriate. Asaunified
voiceof itsmembership, AAPCHO sharesits collective knowledge and experiences with policymakers
at the nationd, date, and locd levels.

Center for Hispanic Mental Health Research
Graduate School of Socia Service

Fordham University

113 West 60" Street

New York, NY 19923-7484

(212) 636-7085

Fax: (212) 636-7079
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Contact: Luis Zayas, Ph.D., Director

Egtablished in 1999 with a grant from the Nationd Ingtitute of Menta Hedlth, the Center for Higpanic
Mental Hedlth Research at Fordham University’ s Graduate School of Socia Service conducts applied
research focusng on Higpanic populations to generate new knowledge leading to improved menta
hedlthservicesfor this growing segment of the U.S. population. Among the center’ s primary objectives
areto conduct epidemiologicd researchidentifying the mental healthneeds of diverse Hispanic groups,;
conduct studies to find ways that standard assessment, trestment and prevention strategies can be
modified to enhance menta hedlth outcomes for Hispanics, conduct psychotherapeutic intervention
sudies that test the efficacy of new culturally competent psychosocia services, and disseminate
informationabout research findings through a variety of publications and other forums. Inaddition, the
center is dedicated to increasng the number of researchers, both faculty and students, in the field of
mental hedth. The center’s research activities focus on menta hedlth issues that particularly affect
Higpanics in the northeastern United States but that also have implications for Hispanic and Latino
popul ations throughout the nation.

Deaf Wellness Center

University of Rochester School of Medicine

Department of Psychiatry

601 Elmwood Avenue

Rochester, New Y ork 14642

(585) 275-3544 (Voiceor TTY)

Fax: (585) 273-1117

www.urmc.rochester.edw/smad/psych/Education/psychol ogy/predoc/psycho_deaf.htm
Contact: Robert Q Pollard, Jr., Ph.D., Director

The Deaf WeIness Center, inadditionto providing outpatient servicesto persons who aredeaf or hard
of hearing in the Rochester, New Y ork, area, serves primarily as a traning center for professonds
pursuing careers in mental health and deafness. The center trains deaf and sign-proficient hearing
individuas for leadership and unusud dedication to excellence in the mental hedlth professons, and it
promotes and contributesto suchtraninginother healthcare professions. The center’ s primary training
objective is to prepare professonds who are deaf for careers of scholarship and dinica service
excellence. The center aso trains hearing individuas who work with professonds or consumers who
are dedf, fostering their comprehension of and respect for people who are deaf and Sgnlanguage and
their ability to work with people who are deef in an effective and mutualy enriching manner. Training
content is informed by the latest rdevant research and addresses the spectrum of biologicd,
psychologicd, socid, linguidtic, and cultura factorsthat have animpact onthe livesof persons who are
desf.

European Society for Mental Health and Deafness (ESMHD)
“Daylesford,” Stokeinteignhead, Devon, TQ12 4QD

Cultural Diversity Series: Meeting the Mental Health Needs of Persons Who Are Deaf Page 65



United Kingdom

+44 1626 873332

Fax: +44 1626 873332
bob.clowes@esmhd.org
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www.esmhd.org/intro-page.html
Contact: Bob Clowes, Executive Director

Much of the current state-of-the-art research and dinicd initiatives in the area of mentd hedth and
deafness is occurring outside the United States. Prominent among worldwide organizations is the
ESMHD, aninternationd nongovernmenta organization that promotes the mentd hedlthof personsin
Europe who are deaf. In the view of this organization, menta hedlth encompasses the promotion of
hedthy emationd, psychological, and socid development and the prevention and treatment of menta
illness and other disorders. ESMHD’s primary focus is on people who were born deaf or for whom
deafness occurred in early childhood and whose first or preferred language is sign language. The
organizationis aso interested, however, in the menta hedlth of dl persons who are deaf, whatever the
age of onset or degree of deafness. ESVIHD’ s god's include encouraging (1) the provision of mentd
hedlth practices appropriate to the needs of people who are desf; (2) access to speciaized menta
hedlth services for persons who are deaf with menta hedlth problems; (3) specidized habilitation or
rehabilitation services for people who are deaf and have been deprived of opportunities for the
development or maintenanceof lifeskills, (4) researchinto mental healthand deafness; (5) opportunities
for people who are deaf to provide mentd health services for other people who are deaf; (6) the
development of networks of interested people in each country; (7) information collection and
disseminationon the menta hedlth care of people who aredesf; (8) respect for the language and culture
of people who are deaf; and (9) exchange of ideas and support among individuds and organizations
with an interest in menta hedth and deafness. ESMHD publications are available from Forest
Bookshop, 8 &t John S, Coleford, Gloucestershire, GL16 8AR United Kingdom.

Gay, Lesbian, Bisexual and Transgender (GLBT) Health Access Project
Justice Research Indtitute Health

100 Boylston Street, Suite # 815

Boston, MA 02116

(617) 988-2605

Fax: (617) 988-8708

www.glbthedlth.org

Contact: Mary Clark, Director

TheGLBT HedthAccess Project, in partnership withthe M assachusetts Department of Public Hedlth,
works to foster the development of comprehensive, culturdly appropriate health promotion policies
and hedthcare services for gay, leshian, bisexua, and transgender people through avariety of venues
induding community education, policy development, advocacy, direct service, and prevention
programs. GLBT Hedth Access recently published “Community Standards of Practice for the
Provisonof Quality Hedth Care Servicesfor Gay, Leshian, Bisexud and Transgender Clients.” These
Community Standards offer detailed guiddinesfor making hedth and mental health services accessible
and culturdly appropriate for persons who are gay, lesbian, bisexud, or transgender. Training and
technical assistance regarding the use of
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these guiddines is provided to service stings throughout Massachusetts through the Fenway
Community Health Center.

Georgetown University Child Development Center

National Technical Assistance Center for Children’s Mental Health
3307 M Street, NW, Suite 401

Washington, DC 20007

(202) 687-5000

Fax: (202) 687-1954

www.gucdc.georgetwon.edu

Contact: Joan Dodge, Ph.D.

The mission of the Georgetown University Child Development Center is to improve the qudity of life
for children with specid needs and their families. Products and services include information packets;
issue briefs and monographs on children and adolescents with serious emotiona  disturbances;
conferencesand traning ingtitutes on planning, ddlivery and financing of services, and increesngcultura
competenceinmentd hed thserviceddivery; consultationonsystems change and services deve opment
and delivery; and agency and organizationd collaboration.

Multi-Ethnic Behavioral Health Resource
and Training Center

17 S. High Strest, Suite 500

Columbus, OH 43215

(614) 228-2220

Fax: (614) 228-2285

www.mebhc.com

Contact: Marty Miller

The Training Center provides advocacy and training on cultural diversity and menta hedlth issues
relevant to the needs of African American, Adan, Higpanic, and Native American resdents of Ohio.

National Alliancefor Hispanic Health
1501 16th Street, NW

Washington, DC 20036

(202) 387-5000

Fax: (202) 265-8027
www.higpanichedlth.org

Contect: Jane Delgado, President

The National Alliancefor Higpanic hedlthisthe oldest and largest network of hedlthand human service
providers, servicing more than 10 million Hispanic consumers throughout the United States. Since
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1973, the Nationa Alliance for Higoanic Hedlth has grown from asmal codition of visonary mentd
hedthprovidersto alarge, dynamic, and strong group of organizations and individuals whose misson
is to inform and mohilize consumers; support hedth and human service providers in the ddlivery of
qudity care; improve the science base for accurate decisonmaking; promote appropriate use of
technology; and ensure accountability and advocate in behdf of Hispanics.

National Asan American and Pacific Idander (NAAPIMHA)
Mental Health Association

565 South High Street

Denver, CO 80209

(303) 298-7910

Fax: (720) 223-2381

www.NAAPIMHA .org

Contact: D.J. Ida, Ph.D.

The NAAPIMHA’s misson isto promote the menta hedlth and well-being of Asan Americans and
Pecific Idanders. NAAPIMHA advocates in behdf of Asan American and Pecific Idander mentd
hedth issues as wdl as serves as a forum for effective collaboration and networking between
stakeholders of community-based organizations, consumers, family members, service providers,
program developers, evauators, and policymakers representing the various ethnic and regiond
differences. NAAPIMHA focuses onthe following areas, recognizing that cultural competency will be
reflected at dl leves: (1) enhanced collection of appropriate and accurate data; (2) identification of
current best practices and service models; (3) increased capacity building that includes providing
technica assistance and traning of service providers, both professond and pargprofessond; (4)
conducting research and evauation; and (5) engaging consumers and families.

National Asian Pacific American Families
Againgt Substance Abuse (NAPAFASA)
340 East Second Street, Suite 409

Los Angeles, CA 90012

(213) 625-5795

Fax: (213) 625-5796

www.napafasa.org

NAPAFASA is a private, nonprofit, 501(c)(3) membership organization dedicated to addressing
mentd hedth and substance abuse concerns of Asian and Pacific Idander populations on the
continental U.S., Hawaii, the six Pacific Idand jurisdictions, and esewhere. Founded in 1988,
NAPAFASA involves service providers, families, and youth in efforts to reach Asian and Pecific
Idander communities to promote hedlth and socia justice and to reduce substance abuse and related
problems.
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National Association of Social Workers (NASW)
National Committee on L esbian, Gay

and Bisexual Issues (NCLGB)

750 First Street, NE, Suite 700

Washington, DC 20002-4241

(202) 408-8600

Fax: (202) 336-8310

www.sociaworkers.org

Contact: Evelyn P. Tomaszewski, ACSW

NCLGB works to promote the development of knowledge, theory, and practice as related to gay,
leshian, and bisexud issues; to identify ways to diminate homophobic socid work practices and
policies (eg., so-cdled reparative thergpies); and to assst the associationand the larger professionin
developinglesbian-, gay-, and bisexud-affirming policies, procedures, and programs. NA SW supports
curriculumcontent that affirms lesbian, gay, and bisexua peopl e; encouragesimplementationof relevant
continuing education; gtrives for full representation of lesbian, gay, and bisexua people a dl levels of
leadership and employment in socid work; and advocates for and encourages efforts to end violence
and discrimination toward gay, lesbian, and bisexud people.

National Center for American Indian and
Alaskan Native Mental Health Research
Univergity of Colorado Health Sciences Center
Department of Psychiatry

4455 East Twdfth Avenue

Campus Box A011-13

Denver, CO 80220

(303) 315-9232

Fax: (303) 315-9579
www.uchsc.eduw/sm/ai/ncaianmhr/

Contact: Spero Manson, Ph.D., Director

Funded by the Nationa Ingtitute of Mental Hedlth, the National Center for American Indian and
Alaskan Naive Mentd Hedth Research focuses on research, research traning, information
disssmination, and technica assstance for American Indian and Alaskan Native populations. The
center hasdevel oped acomputerized bibliography on Indian and Alaskan Native mentd hedth and a
resource directory that inventories individuas, programs, and agencies withexpertiseinmenta hedth
research, service, and education specific to Indian and Alaskan Native communities.

National Council of La Raza (La Raza)
111-19th Street, NW, Suite 1000
Washington, DC 20036
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(202) 785-1670

Fax: (202) 776-1792
www.nclr.org

Contact: Helen Coronado

LaRazais aprivate, nonprofit organization established in 1968 to reduce poverty and discrimination
and improve opportunitiesfor Higpanic Americans. La Raza works toward this god primarily through
capacity-building assstance to support and strengthen Higpanic community-based organizations,
promoting appliedresearch, policy andys's, and advocacy to provide a Higpanic perspective onissues
such as education, housing, and hedlth; and encouraging the adoption of programs and policies that
equitably serve Hispanics.

National L atino Behavioral Health Association (NLBHA)
P.O. Box 387

Berthoud, CO 80513

(970) 532-7210

Fax: (970) 532-7209

Contact: Marie Sanchez, B.SW.

The roots for the NLBHA began on March 2000 as more than 100 prominent Higpanic community
leadersand key partners met at a historica Nationa Congress for Higpanic Mental Hedlth convened
by the Substance Abuse and Menta Hedlth Services Adminigtration (SAMHSA). A nationd agenda
and an action plan to improve menta hedlth services for the Latino community were crafted at the
Congress. As part of its misson, NLBHA will use the agenda and action plan as guideposts in
improving the menta health and substance abuse needs of the Latino population.

National MultiCultural Ingtitute (NMCI)
3000 Connecticut Avenue, NW, Suite 438
Washington, DC 20008-2556

(202) 483-0700

Fax: (202) 483-5233

WWW.NMCi.org

Contact: Elizabeth P. Sdlett

A nonprofit organization located in Washington, DC, NMCI offers organizationa consulting and
traning—induding diversity training and organizational devel opment initiatives—sponsorsmulticulturd
conferences, produces educationa resource materias, and provides multicultural counsdling and
referral services,

National Research Center on Asian American Mental Health (NRCAAMH)
Department of Psychology—Universty of Cdiforniaa Davis
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One Shields Avenue

Davis, CA 95616-8686

(530) 752-1400

Fax: (530) 752-3747

http://psychol ogy.ucdavis.edu/as anamerican/
Contact: Stanley Sue, Ph.D.; Nolan Zane, Ph.D.

The NRCAAMH was established in 1988 with a grant from the Nationd Ingtitute of Menta Hedlth.
NRCAAMH pridesitsdf on being anationd and multidisciplinary leader in Asan Americanand Pecific
Idander menta health research. NRCAAMH was founded in responseto the need for programmatic
research addressing the mental health concerns of Asian Americans and Pacific Idanders. The center
seeks to contribute theoretica and gpplied research that has an impact on mentd hedth policy and
sarvice ddivery for Asan Americans and Pacific Idanders.

Office of Minority Health Resour ce Center
P.O. Box 37337

Washington, DC 20013-7337

(800) 444-6472

Fax: (301) 230-7198

TTY: (301) 230-7199
www.omhrc.gov/omhrc/index.htm

Contact: Jose Tarcisio M. Carneiro, M.P.A., Ed.D.

The Minority Hedlth Resource Center is a nationd resource and referral service for minority hedlth
issuesthat providesinformationon funding sources and community programs. The center’ snewdetter,
Closing the Gap, is avallable free of charge. A customized database searches hedlth resources for
African American, Asan American, Pacific Idander, Laino, and Native American populations.

The Program for Resear ch on Black Americans (PRBA)
5062 Ingtitute for Socia Research

P.O. Box 1248

Ann Arbor, M1 48106-1248

(734) 763-0045

Fax: (734) 763-0044

www.isr.umich.edu/rcgd/prba

Contact: Susan Frazier-Kouass, Ph..D.

PRBA, historicdly characterized by its vison and innovation, has undertaken a number of important
studiesfocusing onthe menta health of African Americans. In 1998, PRBA received funding fromthe
Nationd Indtitute of Mental Hedlth to create the African American Menta Health Research Program
(AAMHRP). The overdl objectives of AAMHRP are to introduce a new period of growth and
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implement a consolidation of the intellectua, scholarly, research, and
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training cgpabilities of the PRBA in dudying mental health problems and serious menta disorders
among African American populations.

TransGender Education Network (TEN)
JRI Hedlth, TEN

100 Boylston Street, Suite 860

Boston, MA 02116

(617) 988-2605, ext. 211

Fax: (617) 988-2629

www.jri.org/ten.html

Contact: Daviko Marcel, Program Director

TEN is an HIV prevention and health promotion initiative aimed at Greater Boston's  transgender
community. The project works in three ways: it provides education for medical and human service
providers, outlining the hedth and socid service needs of transgendered persons; it sponsors
community-building events for the transgender community to foster self-esteem and an awareness of
each person’s right to medicdly and culturdly appropriate hedth and socid services;, and it has
outreach that links transgendered persons to the services and resources they need.

Western Interstate Commission on
Higher Education (WICHE)
Mental Health Program

P.O. Box 9752

Boulder, CO 80301-9752

(303) 541-0250

Fax: (303) 541-0291
www.wiche.eduw/menta hedth/
Contact: IJm Stockdill, Ph.D.

WICHE is a public interstate agency established to promote and facilitate resource sharing,
collaboration, and cooperative planning amongthe western states for higher educationand work-force
needs. Member and afiliate states are Alaska, Arizona, Cdifornia, Colorado, Hawaii, ldaho,
Montana, Nevada, New Mexico, North Dakota, Oregon, South Dakota, Utah, Washington, and
Wyoming. WICHE has beeninvolved, through contracts withthe Substance Abuse and Mental Health
Services Adminigration (SAMHSA), inimportant nationd efforts to improve cultura competencein
mental health care services and was instrumentd in efforts to generate standards of care for culturdly
competent menta health care service provison to members of underserved/underrepresented racia
ethnic groups.
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